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IN EPILEPSY... 
PREREQUISITE 
FOR 
PARTICIPATION: 
THERAPY 


With the use of medications, 
epileptic students may be enabled 





to participate in many of the same © 


activities as other students.’ 


REQUISITE 


FOR THERAPY: 

THE PARKE-DAVIS 
FAMILY OF 
ANTICONVULSANTS 


effective anticonvulsants 
for most 
clinical needs 





for control of grand mal and psychomotor seizures 


‘ amphetamine (desoxyephedrine) to minimize the sedative effect.of pheno- 


CELONTIN pate iene, Parke-Davis) 0.3 Gm., bottles of 100, 






- : ® KAPSEALS® “In the last 15 years several 

f an in new anticonvulsant agents have come into 
clinical use but they have not replaced 

diphenylhydantoin [piLantin] as the most effective single agent for a 


variety of reasons. Most of them are less effective in control of seizures, 
have a greater sedative effect and higher incidence of sensitivity reactions.'? 






A drug of choice for control of grand mal and psychomotor seizures, DILANTIN 
sodium (diphenylhydantoin sodium, Parke-Davis) is available in several 
forms, including Kapseals of 0.03 Gm. and 0.1 Gm. supplied in bottles 
of 100 and 1,000. - 


~ @ KAPSEALS When it has been dem- 

7 all in onstrated that the combination of 

: : Dilantin and phenobarbital is helpful 

in a patient and that these drugs are well tolerated, the use of PHELANTIN, a 
capsule providing both drugs, is often a great morale builder because it 
enables the physician to reduce the total number of pills or capsules the 
patient is required to take. It is less expensive medication and it prevents 
the patient from manipulating the dosage.° PHELANTIN also contains meth- 









barbital. 


PHELANTIN Kapseals (Dilantin 100 mg., phenobarbital 30 mg., desoxyephed- 
rine hydrochloride 2.5 mg.) are available in bottles of 100. ° 





for the petit mal triad 


& 
at ® KAPSEALS + SUSPENSION icontin is 
: on in one of the most effective agents for the 
treatment of petit mal epilepsy. Relatively 
free from untoward side effects, miLonTin successfully reduces both the 
number and severity of petit mal attacks without increasing the frequency 
or severity of grand mal attacks in those patients with combined petit mal 
and grand mal epilepsy. Also, miLontiN is considered an excellent choice 

for initiating therapy in untreated patients.*~* 









MILONTIN KapSeals (phensuximide, Parke-Davis) 0.5 Gm., bottles of 100 and 
1,000. Suspension, 250 mg. per 4 cc., 16-ounce bottles. 


® KAPSEALS ce tontin is effective in the 

a on n treatment of petit mal and psychomotor 
epilepsy. It provides effective control with 

a minimum of side effects, frequently checks seizures in patients refrac 
tory to other anticonvulsant medications, and does not tend to precipitate 
grand mal attatks.in those patients with combined petitmal and grand mal 
seizures. For this reason, CELONTIN is useful in treating patients with more 
than one type of seizure and can be given in combination with Dilantin.” '° 
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‘“. .. Youth is not a time of life. It is a state of mind. It is a temper of the will— 
a quality of the imagination—a vigor of the emotions. Nobody grows old by merely 





















2m- 
of living a number of years. People grow old only by deserting their ideals.” 
ful —Author unknown 
1, a 
2 it 
the LONG-ACCEPTED truth is that the older a person gets, the more knowledge 
nts he has, not only to impart, but to direct toward helping others live long and 
th- useful lives, Yet, among the problems facing America’s elderly citizens—many of 
no- whom are physicians—are two major issues : compulsory retirement and age discrim- 
ination in employment. Suggestions have been made recently to establish compulsory 
ok retirement ages for physicians, thus requiring them to give up all staff privileges 
in the hospitals with which they are affiliated. 
There are, undoubtedly, some physicians who are unable to carry the heavy 
load of an active medical practice and the added responsibilities required of active 
hospital staff members, such as teaching or work on ward cases (especially where 
| is there is no resident and/or interne staff). This is no justification, however, for 
the applying such a yardstick to all physician-members who have reached or passed 
" any particular age mark. 
e 
icy We do not refer to those physicians who, upon reaching 65, feel they have 
nal worked long and hard enough and prefer to take life easier, This issue does con- 
ice cern those who are involuntarily scrapped and retired at a prescribed age, irre- 
spective of their own desires and their physical and mental capacities. 
ind At the age of 74, three years after being forced to “retire,” Duggar, working 
in a pharmaceutical research laboratory, gave the world aureomycin. Think, too, 
what the world would have lost if such men as Albert Schweitzer, Albert Einstein 
the and Winston Churchill, among countless others, had been forced into retirement 





at an age set by others, arbitrarily and without appeal. 





Dr. David Allman, past president of the A.M.A., has suggested that charity, 
sympathy and patriotic duty be left out of all retirement programs and that retire- 
ment be based on the individual’s ability—mental and physical—to perform a 
worthwhile task. 









“GROW OLD ALONG WITH ME 
THE BEST IS YET TO BE. 
Rabbi, ben Ezra 
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EVEN AFTER A LARGE PART 
OF THEIR REPRODUCTIVE SYSTEM 
HAS BEEN REMOVED, SOME WOMEN 


HAVE BABIES 


Leo Brady, M.D. 


HERE Is disagreement among gynecologists 
kee to whether or not ovaries should be saved 
when hysterectomies are performed on women be- 
yond the menopause, but complete agreement that 
every effort should be made to save all the ovarian 
tissue possible when a young woman has to sub- 
mit to a pelvic laparotomy. Nevertheless, when 
most of the ovarian tissue must be removed, be- 
cause of extensive disease such as endometriosis 
or an inflammatory process, the surgeon may won- 
der if the small sector of ovary he saves will be 
of much value. When it is necessary to remove 
one ovary and four-fifths of the other, what can 
one promise the patient? To keep up her morale, 
the gynecologist is apt to stress to her that there 
is some chance of her becoming pregnant, al- 
though the chance is not great; to her husband 
he admits there is almost none. 

My experience with three private patients has 
impressed on me how important conservatism is. 
While one cannot make promises regarding preg- 
nancy, we can be fairly encouraging and less pessi- 
mistic than some of us have been under such cir- 
cumstances. The three patient reports which I 
shall summarize briefly stress these points. 

R. K., age 26, was operated on in 1943 for ex- 
tensive endometriosis involving both ovaries and 
the pelvic peritoneum. It was necessary to remove 
the left ovary and four-fifths of the right. Seven 


4 


Three cases are cited here 
as evidence that 


conservatism in the removal 


of ovarian tissue 


sometimes has happy results. 


years later she -became pregnant and delivered a 
normal healthy child. : 


A. J., age 24, operated on in 1944, had her 
right ovary destroyed by a dermoid. The left ovary 
was cystic; it was almost completely filled by a 
cyst, the exact nature of which was not known 
at the time of the operation. Removal of the en- 
tire right ovary was necessary, and only a small 
sector of the left could be saved. Microscopic 
study showed that the cyst on the left was a 
pseudo-mucinous cystadenoma. I debated whether 
or not to subject the patient to another operation 
and remove the small remaining portion of the 
ovary and decided against it. In the four years 
since the operation, the patient has had two chil- 
dren, although all the ovarian tissue that can be 
felt on pelvic examination is about the size of a 
large pea. Since the birth of her second child, 
she has been using contraceptives. 


The third patient is more unusual than the pre- 
ceding ones, and I shall report it in more detail. 
N. B., age 25, gave this history: She was married 
for the first time at the age of 17 and shortly 
afterwards became pregnant. A cesarean section 
was performed, and, for reasons which she does 
not remember, her fallopian tubes were tied. Un- 
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fortunately, the baby died a few days after birth. 
Not long afterward, the patient and her husband 
were divorced. Four years later she remarried 
and shortly afterward consulted me, asking if any 
operation could be performed which would offer 
her a chance of becoming pregnant. 

My pelvic examination was entirely negative, 
except that the uterus was in retroposition. Stud- 
ies showed the husband had normal spermatozoa. 
\ Rubins test and hysterosalpingography showed 
that both tubes were blocked in the mid portion. 
\ laparotomy was decided on. I have been im- 
pressed with the difficulty sometimes encountered 
in passing polyethylene tubes from above, through 
a wedge in the uterus, down through the cervix 
into the vagina; so, before a midline incision was 
made, the cervix was widely dilated and a poly- 
ethylene tube passed upward through the cervix 
into the body of the uterus. 

On opening the peritoneal cavity, I was sur- 
prised to find that the left ovary had been com- 
pletely destroyed by an endometrial cyst. The 
uterus was in retroposition. The right ovary was 
normal. Both tubes had been divided at mid por- 
tion, having been tied with cotton. The left tube 
was definitely inflamed, perhaps because of irri- 
tation from the cystic left ovary; so the left tube 
and ovary were removed. The half of the right 
tube leading to the uterus was completely closed, 
but the distal half extending from the point of 
ligation to the fimbriated end appeared normal. 
After a small area at the point of ligation was 
excised, air could be made to pass easily through 
this outer half of the right tube. I took a wedge 
out of the right uterine cornu, opened the uterus, 
reached into the uterine cavity, took hold of the 
polyethylene tube and threaded it into and through 
the right fallopian tube until it extended several 
centimeters beyond the fimbriated end. I sewed 
the polyethylene tube to the side of the uterus and 
closed the edges of the uterus around the tube. 
Finally, I did a modified Coffey suspension, in 
order to leave the uterus in good position. Micro- 
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scopic study of the left tube which had been re- 
moved showed acute salpingitis; the left ovary 
showed a definite endometrial cyst, which had 
completely destroyed it. 

The polyethylene tube remained in the uterus 
for four weeks. A postoperative Rubins test, done 
seven weeks after the operation, showed that the 
right tube was open, and a hysterosalpingography 
confirmed this. Seven months later this patient 
conceived. A cesarean section was decided on, be- 
cause of the possibility of uterine rupture devel- 
oping at the site of the implantation, and was per- 
formed by Dr. John Savage one week before the 
expected date of delivery. A normally developed 
baby weighing five pounds fourteen ounces was 
delivered. Dr. Savage observed that the left tube 
and ovary had been removed; the right ovary ap- 
peared normal. The portion of the right tube 
which had been implanted into the uterus meas- 
ured six centimeters. Its fimbriated end was nor- 
mal. A ridge could be felt on the right side of the 
uterus where the tube had been implanted into 
the right cornu. Otherwise the uterus appeared 
normal. 

There is nothing original in these reports ; they 
merely illustrate some of the satisfactory results 
from following extreme conservatism with young 
women. They stimulate me to save even a tiny 
part of an ovary in young women. Moreover, they 
make me feel justified in offering considerable 
hope to women who have to have a large part of 
their ovarian tissue removed. 

One of the patients whose histories I have re- 
ported here now states that after the operation she 
compelled me to tell her what I thought her 
chances were statistically of becoming pregnant. 
She insists I said one in 85. I have no recollec- 
tion of such a conversation, and I must say I 
doubt the accuracy of it. Nevertheless, it is not 
wise to argue with a woman, especially when she 
is a satisfied and grateful patient. In the future 
I shall certainly give much better odds than 1 in 
85. 


Medical Arts Building 
Baltimore 1, Maryland 
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Carcinoma of the Cervical Stump 


Alfredo H. Gagneten, M.D. 


Carcinoma of the cervical stump is a vanishing 


condition; however, cases do appear. University 


Hospital treated 97 cases of carcinoma of the cervical 
stump from 1932 through 1957. These are reviewed 
here, and their treatment and results of the treatment 


are presented. 


INCE ALTERTHUM (1) in 1895 and Chrobak 
S (2) in 1896 first reported carcinoma of the 
cervix following previous subtotal hysterectomy, 
this situation has presented a difficult problem in 
therapy. At the present time subtotal hysterectomy 
is seldom performed. However, the question of 
total versus subtotal hysterectomy has only recent- 
ly been settled; therefore, while the incidence of 
carcinoma of the cervical stump will gradually 
decrease, patients with this condition will continue 
to appear. 

Tora vs. SuBtoTAL HysTERECTOMY 
The main arguments in favor of total hysterec- 
tomy are that possible future carcinoma of the 
cervix is avoided and that the cervix as a possible 
focus of infection is eliminated (3, 4, 5, 6, 7). 
The advocates of subtotal hysterectomy, as late as 
1940, thought that the risk of future cancer was 


From the Department of Obstetrics and Gynecology, 
University of Maryland School of Medicine 


not as great as the hazards of a total hysterectomy 
(8, 9, 10, 11, 12). 

Evaluation of the incidence of carcinoma of the 
cervix following subtotal hysterectomy is difficult, 
because the postoperative follow-up would have 
to be as long as 25 or 30 years. The figures usually 
given by surgical clinics vary between 0.28 per 
cent of Fahndrich (13) to 1.9 per cent of Se- 
jourinet (14). The average incidence is consid- 
ered to be about one per cent, which is not far 
from the incidence of carcinoma of the cervix in 
the general population (15). If we consider the 
statistics of the cancer clinics, however, we find 
that the incidence of carcinoma of the stump 
among other carcinomas of the cervix varies be- 
tween 4.1 per cent and 8.1 per cent, according to 
different authors (16, 17, 18). 

Improved operative management has gradually 
removed the surgeon’s fear of a more extensive 
operation. The present mortality rate in total ab- 
dominal hysterectomy is less than 0.5 per-cent 
(19, 20). The operative mortality rate for sub- 
total hysterectomy with present medical progress 
is not known, but it certainly would not be zero. 
To this should be added the risk of future car- 
cinoma. 

Today the necessity of total hysterectomy is 
generally. accepted, except in unusual cases of 
severe pelvic adhesions or in instances when the 
patient’s condition indicates a shorter operation. 

Before a hysterectomy is planned, the cervix 
should be thoroughly studied by smears, biopsies 
and, if necessary, conization, in order to eliminate 
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the possibility of a concealed carcinoma. In the 
rare case in which subtotal hysterectomy cannot 
be avoided, complete examination of the cervix is 
imperative. 


ANALYSIS OF MATERIAL 


Carcinoma of the cervical stump has been arbi- 
trarily divided into “true” and “coincident” car- 
cinomas. True carcinoma is one that develops two 
or more years after a subtotal hysterectomy ; co- 
incident carcinoma is one found within two years 
of the operation and assumed to have been present 
at the time of surgery. In view of our present 
knowledge concerning the natural history of car- 
cinoma of the cervix (time elapsed between in 
situ stage and invasive stage) (21), this division 
might not be accurate. However, with few excep- 
tions, the two year period has been accepted for 
practical purposes (3, 10, 22). 

From April 1932 to April 1957, 97 cases of 
carcinoma of the cervical stump were diagnosed 
at this clinic (table 1). Eighty-three of these pa- 
tients were seen in the period 1932-1953, and 14 
presented in the period 1956-1957. Between April 
1954 and September 1955, one case of carcinoma 
of the stump was diagnosed. The patient was 
treated with the Ernst radium applicator, and, 
since this treatment does not belong to either of 
the two forms described here, she was eliminated 
from the series. Seventy were clinic patients. 
Eighteen of the cases were considered true car- 
cinomas of the stump, and 25 were considered 
coincident. 

Sixty-six per cent of the patients were between 
40 and 59 years of age. The youngest patient was 
22 years old and had a coincident carcinoma ; the 
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oldest patient was 76. The peak incidence occurred 
between the ages of 45 and 49. 

Parity was not a significant factor. Although 
14 per cent of our patients were nulligravidas, 
most of them had subtotal hysterectomy per- 
formed after the age of 40; therefore, this could 
not be considered a factor influencing fertility. 

Hysterectomies were performed in 25 of the 97 
patients within two years before the diagnosis of 
carcinoma. Persistence of symptoms after surgery 
led to the diagnosis of carcinoma in many of these 
patients. In most of the remaining cases, the op- 
eration had been performed between two and 15 
years before the recognition of carcinoma. Eight 
patients had had the supracervical hysterectomy 
as long as 30 to 35 years before detection of car- 
cinoma. 


The indications for subtotal hysterectomy are 
shown in Table 2. In about one-third of the cases, 
the reason for the subtotal hysterectomy was not 
known, and in the majority of these cases, the 
patient did not know the indication for the opera- 
tion. The few cases that would have a sub- 
total hysterectomy at the present time would un- 
doubtedly cause an increase in the relative fre- 
quency of pelvic inflammation and, especially, pel- 
vic endometriosis as indications for supracervical 
hysterectomy. Pelvic endometriosis is surprisingly 
absent in this series. 


As would be expected, the most frequent pre- 
senting symptom of the carcinoma was bleeding 
(88 times), but pain (35 times) was recorded 
more often than discharge (20 times), which is 
opposite from the findings in other series (23). 
Weight loss was recorded in six instances and 
swelling of the legs in one. In three patients there 
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were no symptoms, and the carcinoma was dis- 
covered on routine examination. 


Twenty-two patients had less than two month’s 
delay between the onset of symptoms and treat- 
ment. In 68 cases the delay was longer than two 
months ; of these, 39 were patient delay, 19 were 
doctor delay and 10 were patient and doctor delay. 

All additional significant pathologic data present 


“Table 4—Detail of Treatment (1932-1953). 


Radium 
X-ray 
Radium and X-ray 
Surgery 
Surgery and X-ray 
Radium and Surgery 
' Radium, X-ray and Surgery 
Retreatment 
No treatment 


“True Alive Dead | Coincident Alive 


llo=l1=no 








TOTAL 


at the time of the patient’s admission to the clinic 
were reviewed, and in 49 patients, no other diag- 
nosis was made. The rest had one or a combina- 
tion of the following diagnoses: syphilis, 10; es- 
sential hypertension, 8; diabetes, 7; hypertensive 
cardiovascular disease, 7; anemia, 6; cystitis, 4; 
obesity, 2; incisional hernia, 4; cystocele and rec- 
tocele, 2, and there was one patient each with: 
bladder calculus, parotid tumor (mixed cells), 
cholelithiasis and rheumatic heart disease. 

The distribution of stages for the whole group 
is shown in Table 3. There is about equal distri- 
bution between stages I and II, which have a rela- 
tively favorable prognosis, and stages III and IV, 
with an unfavorable prognosis. The percentage of 
adenocarcinoma for the whole series was 6.1 per 
cent. 


TECHNIQUE AND RESULTS OF TREATMENT 
IN THE PERIOD 1932-1953 


In the period 1932-1953, the treatment of car- 
cinoma of the cervical stump was as follows: 
Whenever the endocervical canal remained open, 
a small sac containing radium was introduced. The 
average amount of radium in the endocervical 
canal was 30 mg. In all cases, a plaque made of 
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adhesive tape, wrapping the radium tubes, was 
placed against the cervical stump. The average 
amount of radium used in these plaques was 70 
mg. The radium was allowed to remain in place 
for about 30 hours. 

Isodose curves were not calculated at that time. 
However, in retrospect, the physicist of the Radio- 
Therapy Department has drawn an isodese curve 
that would correspond to an average case with 30 
mg. of radium in the endocervical canal with ac- 
tive length of 2 cm. and a plaque 4 cm. in width 
containing 70 mg. of radium against the cervix 
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Fig. 1—Usual type of radium application during period 
1932-1953 with isodose curve. 
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Table 5—Five-Year Results (1932-1953). 
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Table 6—Comparison of Five-Year Results of Two Ten-Year Periods. 


1932-1942 
Per Cent 


7 1 67 
10 2 25 
12 7 5 

9 3 8 


True Coincident Five-Year Salvage 


1943-1953 
Per Cent 
True Coincident Five-Year Salvage 


7 1 88 
11 23 


0 0 








38 13 22 


(fig. 1). The cervix itself received adequate irradi- 
ation, which explains the good results in stage I. 
As the irradiation was too localized for more ad- 
vanced stages, the results in late stage II and 
stage III were less favorable. 

It was not always possible to place a radium 
source in the endocervix, so the curve would 
change completely, leaving the base of the stump 
with little irradiation. If the base had been in- 
vaded by the tumor, recurrence was more likely. 

During this period of time, external irradia- 
tion was given in all cases through two anterior 
and two posterior portals. The average amount of 
irradiation was 2000 roentgens skin dose to each 
portal. 

Between April 1932 and April 1953, 83 patients 
received this kind of treatment. The results are 
expressed in five-year survival rates. All patients 
lost to follow-up or dead of intercurrent disease 
are considered as dead of carcinoma. 

Most of the patients were treated with radium 
and x-ray (table 4). Most of the patients treated 
with x-ray alone had advanced cases and were 
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24 36 


probably treated only for palliation. Most of the 
patients treated with radium alone were in less 
advanced stages; although occasionally, radium 
alone was given to patients with quite advanced 
disease, probably for palliation (for example, to 
stop the bleeding). Surgery was performed in 
only five cases, all of which had early carcinoma. 
Unfortunately, two of these patients, one with 
true carcinoma who had surgery alone and one 
with coincident carcinoma who had radium and 
surgery, were lost to follow-up soon after opera- 
tion when the disease was apparently controlled. 

Table 5 shows the five-year survival rate by 
stages in true and coincident carcinomas. The pa- 
tient with stage IV who survived the five-year 
period died of carcinoma eight years after treat- 
ment. This patient belonged to the small group 
who die with disease after five years. 

The drop in the rate of cure as the stage ad- 
vances is impressive. Results in the treatment of 
the primary lesion, where radium is most effec- 
tive, have been satisfactory. However, results in 
the treatment of disease spread to the parametria 
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and the pelvic wall, where external irradiation is 
the main therapeutic measure, have been far less 
encouraging. A difference in the prognosis for 
coincident and true carcinoma is indicated. If this 
should hold true in a statistically significant se- 
ries, it could be explained by the fact that 56 per 
cent of the true carcinoma cases belonged to stages 
I and II; whereas only 32 per cent of the cases of 
coincident carcinoma belonged in this category. Al- 
though agreement is lacking on this subject, we 
feel that the worse prognosis for the coincident 
carcinomas may be the result of the surgical 
trauma modifying the tumor bed (10, 24). 

Although there was no major change in the 
kind of treatment given during 1943-1953, as com- 
pared with 1932-1942, there was an increase of 
14 per cent in the over-all five-year survival pic- 
ture, as shown ‘in Table 6. Forty-one per cent of 
the cases belonged to stages I and II in the first 
period, as compared with 66 per cent in the sec- 
ond period, an improvement of 25 per cent in 
earlier detection. The percentage of coincident 
cases in the first period was 27.5 per cent and in 
the second period, 25 per cent, which is not a sig- 
nificant difference. 

The complications of this type of irradiation 
were as follows: Two patients had vesicovaginal 
fistulas ; both were stage IV with extension to the 
bladder. One patient had rectovaginal fistula which 
closed spontaneously. Four patients had irradia- 
tion proctitis, two of which developed stricture. 
None required colostomy. Mild to severe diarrhea 
was present in 12 cases, and nausea and vomiting 
occurred in two during x-ray therapy. One pa- 
tient had vaginal stenosis, and another had fever 
during radium application. 


TECHNIQUE AND PARTIAL RESULTS OF 
TREATMENT IN THE Periop 1955-1957 


During this period, most of the patients were 
treated with radium and x-ray, and a few of them 
had surgery as well. 

Irradiation of the cervical stump was done 
mainly by a combination of colpostats and trans- 
vaginal x-ray or interstitial radium. Irradiation 
with colpostats was done with the Fletcher appli- 
cator, using one of three sizes of ovoids accord- 
ing to the size of the vaginal vault (fig. 2). The 
amount of radium placed in the colpostat changes 
with the size of the ovoids. The penetration of 
the radium beam is limited (fig. 3). The 7000 
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roentgen line of cancerocidal dese does not go be- 
yond 3 or 4 mm. from the surface of the cervix 
and vagina. The 3 or 4 mm. of superficial layer 
is well irradiated, but the bulk of the cervical 
stump requires additional irradiation. Whenever 
possible, it is preferable to do this with trans- 
vaginal x-ray irradiation. This is done with the 
220 kilovolt machine and a cone. The tumor dose 
delivered is usually around 3000 roentgens total 
over four or five days of treatment. This goes to 
a depth of about 4 cm. and provides enough ir- 
radiation of the stump without over-irradiation 
of the intestine. 

When a cone cannot be placed in the vagina or 
when the mass of the stump is large enough so 
that injury to the intestine is remote, multiple in- 
terstitial radium needle implantation around the 
stump is performed. It is not easy to give a rep- 
resentation of the three-dimensional distribution 
of irradiation with needle implantation. Figure 4 
shows the insertion of needles around the cervix 
and an approximate representation of the isodose 
curves as they would be seen in a transverse sec- 
tion of the cervix. These curves are for eight 
needles of 2 mg: of radium each and an active 
length of 3 cm. All the cervix is included within 
the 7000 roentgen curve. 

The treatment was completed, particularly in 
the more advanced cases, with external irradia- 
tion. It is usually done in this institution with the 
Cobalt-60 machine, with emphasis on the lateral 
parametrial areas and the lymphatic node bearing 
areas of the pelvic walls. In late stage II and in 
stages III and IV, approximately 4000 roentgens 
tumor dose was delivered with the total pelvis 
technique. In stages I and early II usually 2000 
roentgens tumor dose was given. If there was 
evidence of extension of the disease to the pelvic 
wall, parametrial technique was applied to one or 
both sides, according to the findings. This added 
about 1000 roentgens tumor dose to one or both 
parametrial areas. 

Between October 1955 and March 1957, 14 pa- 
tients with carcinoma of the cervical stump were 
diagnosed and treated at this clinic. Fifty per cent 
of them belonged to stages I and II. Eleven of the 
14 patients were treated with the irradiation tech- 
nique just described. The time elapsed since treat- 
ment of these patients (one to two and a half 
years) is too short to allow final conclusions to be 
drawn. However, the results obtained thus far are 
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Fig. 2—Fletcher applicators and tandems. Tandems are used only when the body of the uterus is present. 


Fig. 3—Isodose curve for two medium ovoids with 20 mg. of Fig. 4—Radium needle implantation for carcinoma of the 
radium in each. cervical stump. 
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encouraging. Of the 11 patients, two had been pre- 
viously irradiated elsewhere. One of them is dead ; 
the other is alive with disease. Of the nine patients 
who had their entire course of treatment at this 
clinic, eight are alive and apparently free from 
disease; one has distant metastasis. Of the other 
three patients of the group of 14, one had surgery 
alone and is dead; two had a combination of ir- 
radiation and surgery and are alive and apparently 
free from disease. 


CoMMENTS 


The reasons for the distinction between true 
and coincident carcinoma of the stump are as fol- 
lows: The.coincident carcinoma was a. usual.car- 
cinoma of the cervix which had been changed to 
a carcinoma of the stump simply by the surgeon’s 
knife; yet it could not be included among regular 
cancers of the cervix, because the anatomical con- 
ditions are different. Sometimes the surgeon cuts 
through the tumor, and this, together with the 
manipulation during operation, is thought to in- 
crease the possibility of spread or seeding of the 
tumor. We would not be surprised, therefore, to 
find that the prognosis of coincident carcinomas 
is considerably worse than that of the true car- 
cinomas. 

The incidence of coincident carcinoma is an 
index of gynecological care given to the patients. 
We know that vaginal bleeding has often been 
lightly explained by an obvious pathologic change 
of the corpus, when actually a carcinoma of the 
cervix was present. This has happened frequently 
in association with uterine fibroids. We also know 
that early carcinomas occasionally show no symp- 


toms and sometimes cannot be detected visually. 


The mistake of doing a limited operation in these 
patients in the presence of carcinoma could have 
been avoided by careful study of the cervix, with 
cytology and biopsy before peration. 

The classification of carcinoma of the cervical 
stump may present some difficulties, due to the 
anatomical variations produced by the previous 
disease for which the hysterectomy was performed 
and by the operation itself. Staging in the same 
way it is done for regular carcinoma of the cervix 
has been universally used and is satisfactory for 
comparison of treatments and results. Cystoscopy 
and proctoscopy studies are more important, be- 
cause less tissue remains between the stump and 
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the bladder and between the stump and the rectum 
after subtotal hysterectomy with resulting earlier 
involvement by the tumor. 


The treatment of carcinoma of the cervical 
stump is different from the techniques used in 
regular carcinoma of the cervix. If surgery is to 
be done, the distorted anatomy and the presence 
of adhesions from the previous operation might 
result in technical difficulties. If irradiation is to 
be used, treatment is complicated by the absence 
of the uterus, in which the source of radium is 
usually placed, and the proximity of the bladder 
and the intestine to the area to be irradiated. In 
addition, altered circulation of blood and lymph 
probably change the characteristics of the tumor 


-bed-for* the- worse .with. subsequent poorer: toler- 


ance to irradiation. However, at the present time, 
with improved techniques of treatment, the con- 
sensus is that carcinoma of the cervical stump, 
when treated correctly, has about the same prog- 
nosis as the usual carcinoma of the cervix. In the 
present series, the number of severe complications 
of irradiation therapy has been low. 

When comparison of results in different periods 
is made, we should also make the comparison by 
stages, because much of the constant improvement 
in the five-year survival rates is due to earlier de- 
tection of the disease and, consequently, a higher 
percentage of cases in stages I and II, which have 
the best prognosis. 

In former years there was an occasional case 
in which the operator discovered the presence of 
cervical carcinoma at the time of operation but 
chose to go ahead with the planned subtotal hys- 
terectomy, intending to treat the tumor with ir- 
radiation. It is well to remember that the body of 
the uterus is essential for the best methods of 
radium therapy. 

Six per cent of the total number of patients 
were lost to follow-up. 


CONCLUSIONS 


1. From the point of view of preventing car- 
cinoma of the cervix, total hysterectomy is the 
procedure of choice when removal of the uterus 
is indicated. The incidence of carcinoma in the 
cervical stump is about the same as that of cervi- 
cal carcinoma in the general population, which is 
one per cent. This figure could be zero if total 
hysterectomy was invariably performed. 
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2. Regarding age and symptomatology, there is 
no significant difference between carcinoma of 
the stump and the usual carcinoma of the cervix. 

3. In one out of four patients, the operation 
was performed within two years before the recog- 
nition of carcinoma, and in many of them, it was 
obvious that the carcinoma had been present at 
the time of subtotal hysterectomy. The percentage 
of coincident cases was 27.5 per cent in the period 
1932-1942, 25 per cent in the period 1943-1953 
and 14 per cent in the period 1955-1957, which im- 
plies constant improvement of the gynecological 
care, 

4, Thorough examination of the cervix, includ- 
ing vaginal smears and biopsy, should be done 
before any hysterectomy is performed. In the rare 
case in which subtotal hysterectomy cannot be 
avoided, complete examination of the cervix is 
imperative. 

5. In the period 1932-1942, stages I and II 
represented 41 per cent. In the period 1943-1953, 
this percentage rose to 66 per cent, an improve- 
ment of 25 per cent. 

6. The overall five-year cure rate for the period 
1932-1953 was 29 per cent. The five-year cure in 
the period 1932-1942 was 22 per cent and for 
1943-1953 was 36 per cent. Any conclusions re- 


garding favorable or unfavorable trends in end 
results drawn from this small group of cases 
would, of course, be statistically invalid. 


7. The number of complications has been small 
and the great majority have been mild. 
8. In the patients where recurrence occurred, 
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it seldom appeared in the primary lesion. Most of 
these patients had either distant metastasis or re- 
currence in the pelvic wall. 


9. It is believed that the irradiation technique 
at this clinic has been considerably improved. The 
distribution of irradiation is more uniform, and 
the dosage to the lateral pelvic areas has been 
greatly increased. 


10. Carcinoma of the cervical stump is a van- 
ishing condition. However, for the occasional pa- 
tient who may still be seen, we believe that the 
technique we have described will hold more hope. 
So far the statistics have not discouraged us. 


SUMMARY 


Ninety-seven cases of carcinoma of the cervical 
stump treated at University Hospital of Baltimore 
from April 1932 through April 1957 have been 
reviewed. Two different types of irradiation treat- 
ment and their results are presented. The abso- 
lute survival rate for the cases followed more 
than five years was 29 per cent. 
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MONOZYGOTIC ANENCEPHALIC TWINS 


Kenneth W. Taber, M.D. and W. J. Elwell, Jr., M.D.+ 


Rarely are both identical twins anencephalic. 
_ The case reported here is the third to appear in 
American literature. 


Avene is much more common than is 
reflected by the literature, especially when 
hemicephalus is included under that title. Sepa- 
rate and identical anencephalic twins, however, 
are rare. Only two previous cases were found in 
North American literature (1,2). The third case 
in which both identical twins were anencephalic 
is reported herein. 

Anencephalus can be diagnosed by x-ray exam- 
ination by the fourth or fifth month of pregnancy. 
Lloyd (3) states: “If found present, pregnancy 
should be interrupted and the mother spared the 
torture of continuing a vainless expectancy of a 
normal child.” However, the anencephalic mon- 
ster may have a normal identical twin, a possi- 
bility which necessitates an x-ray examination 
prior to premature termination of pregnancy for 
hydramnios, which often is associated with, and 
is probably due to, anencephalus. 

In most occurrences of monozygotic twins in 
which one is an anencephalic monster, the other 
twin is normal. This fact invalidates Hurwitz’s 
(4) belief that both heredity and environment are 
implicated etiologically, and that these monsters 
are not due to mutations as ure allegedly caused 
by ionizing radiations of ancestors’ gonads. The 
case reported here was not radiographed until 
after the first of the identical anencephalic twins 
was delivered normally at term, because of the 
current unwarranted fear of such radiation haz- 
ards. 

Potter (5) states that the environmental causes 
of anencephaly may be a result of the local action 
of an agent interfering with normal closure of 
the anterior portion of the neural tube when the 
rest of the body is normal, or they may be part 
of a generalized disturbance causing widespread 
derangement in the development of the entire 
embryo when multiple anomalies are present. En- 
vironmenal causes may include such changes in 
fetal life as temperature (fever), anoxemia, trau- 





+ Resident in radiology, Hahnemann Hospital, Phila- 


delphia, Pa. 
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ma, magnetic or electrical influences, Vogel (6) 
showed that abnormal angiogenesis plays an im- 
portant causative role in the pathogenesis of an- 
encephaly in human beings. 


Case REPORT 

These anencephalic twins had a common pla- 
centa, were both females, and had no other phys- 
ical abnormality. Both died shortly before normal 
birth, prematurely, following spontaneous labor. 

Their mother was white, 36 years of age, with 
no history of injury or illness during gestation, 
but with polyhydramnios. She had never been 
pregnant before and was Rh pcsitive. Her tem- 
perature, pulse and respiratioa remained normal 
throughout her hospital stay. Four days after 
delivery, a surgical consultation revealed a mass 
which was previously palpated high during gesta- 
tion and which we believed to be a fibroid tumor 
of the uterus. All laboratory reports, including 
two serologic tests of both the mother’s and cord 
blood and x-rays of the chest, were negative. Her 
menstrual history was normal and regular, 28/5, 
starting at 13 years of age. 

Their father, other than being an alcoholic, was 
mentally and physically normal. 


SUMMARY 

The third instance of monozygotic anencephalic 
twins reported in North American literature is 
briefly presented, together with a brief review 
of pertinent literature to show that heredity is 
probably not implicated etiologically. The pres- 
ence of a fibroid tumor of the uterus is the only 
abnormality in the case presented herein, suggest- 
ing that it may be at least indirectly one of the 

causes of anencephaly. 
R.F.D. 1, Box 307 
Bel Air, Maryland 
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ARTICLES OF INTEREST 








Program for the Control of Alcoholism: 


OBJECTIVES AND METHODS 


It is a problem of major 
The State De- 


rtment of Health has a program aimed toward the 


Alcoholism is a disease. 


ncern to the medical profession. 


atrol of alcoholism in Maryland and needs the co- 
c erative effort of all physicians, whether private 
p-actitioners, hospital administrators or health de- 


partment physicians. 


LCOHOLISM is a major public health problem 
(1). Accurate figures on the prevalence of 
alcoholism are unobtainable, but it is estimated 
that of the 65,000,000 people in the United States 
who today drink alcohol, 5,000,000 are alcoholics. 
If one uses an estimated prevalence rate of 3,315 
per hundred thousand total population, then with 
Maryland’s present total population of 2,974,800, 
the estimated number of alcoholics in the state 
would be about 100,000. 


TREATMENT 

Acute stage 

In spite of the fact that neither the cause nor 
the cure for alcoholism is known, medicine has 
much to offer in the way of treatment for this 
disease. With the ready availability of tranquiliz- 
ing drugs such as chlorpromazine, promazine hy- 
drochloride, reserpine and meprobamate, the acute- 
ly intoxicated and unmanageable alcoholic can be 
brought under complete medical control within a 
few hours. This means that, with the advent of 
tranquilizers, the medical management of the acute 
alcoholic not only becomes possible but more 
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clearly than ever falls within the purview of the 
average practicing physician and the general hos- 
pital. Moreover, the secondary effects of pro- 
longed drinking—nutritional deficits and disturb- 
ances in liver function, adrenal function and elec- 
trolyte balance (hypotonic dehydration, acidosis, 
etc.)—require medical treatment, often on an 
emergency basis (2, 3). For these reasons, the 
House of Delegates of the American Medical As- 
sociation, on November 29, 1956, approved a reso- 
lution submitted by the Committee on Alcoholism 
of the Council on Mental Health dealing with the 
hospitalization of patients with alcoholism. A part 
of this resolution reads as follows (4): 


The Council on Mental He 


tients who are alcoholics tot th 
for treatment, such admission 


consideration of the individual 





On September 29, 1957, the American Hospital 
Association’s Board of Trustees took a similar 
stand when it approved a statement on admission 
of alcoholic patients to the general hospital. In 
part, this reads: 


The American Hospital Association 
urges general hospitals to develop a pro- 
gram for the care of alcoholics, and having 
done so, to base the decision as to admis- 
sion or non-admission of the patient with 
a diagnosis of alcoholism upon the condi- 
tion and needs of the individual patient. 
This progressive step would keep pace 
with increased recognition of (1) the gen- 
eral hospital as the community health cen- 
ter, and (2) alcoholism as a medical prob- 
lem requiring broad-scale attack if it is to 
be solved (4). 


For these reasons, the State Health Department 
will take all steps possible to encourage general 
hospitals to accept acutely ill alcoholics in general 
wards. To this end the Health Department is 
working actively with the Baltimore Council of 


Social Agencies to make plans for the establish- 
ment of an alcohol unit in a general hospital in 
the downtown section of Baltimore. Three mem- 
bers of the Health Department staff—Dr. Caro- 
line A. Chandler, chief, Office cf Mental Health 
and Child Health; Mr. Herbert G. Fritz, chief, 
Division of Hospital Services; and Miss Julia 
Freund, public health nursing consultant in mental 
health, are representing the State Health Depart- 
ment on the Alcohol Planning Committee of the 
Baltimore Council of Social Agencies. A recent 
conference called by this committee provided a 
forum for presentation of the views and responsi- 
bilities of the private physician, the general hos- 
pital, and the psychiatric hospital. The proceed- 
ings of this conference were published in the July 
issue of The Maryland Review on Alcoholism 
(5)-t 

The State Health Department will encourage, 
by every possible means, the local health units 
throughout the state to work with local general 
hospitals, local medical societies, individual physi- 


+ Copies are available from the State Health Depart- 
ment. 
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cians and other appropriate local agencies to es- 
tablish treatment units in local hospitals for the 
acutely ill alcoholic. The Prince George’s County 
Health Department, in conjunction with the Na- 
tional Institute of Mental Health, has already un- 
dertaken a project to meet the needs of the al- 
coholic, including treatment during the acute 
phase, in the Prince George’s General Hospital 
at Cheverly (6). State aid is available to hospitals 
for the care of alcoholics on the same basis as it is 
for other patients under the inpatient program. As 
of January 1, 1960, the state will pay 80 per cent 
of hospital cost of those eligible, and in some in- 
stances, hospitals are paid an additional supple- 
ment from local governments. By reimbursing 
hospitals for inpatient care for alcoholism on the 
same basis as it does for the care of other ill- 
nesses, the state implies its recognition of alco- 
holism as a disease. 


Chronic stage 

From a medical standpoint, alcoholism repre- 
sents the kind of problem diabetes posed before 
the discovery of insulin. Like diabetes, alcoholism, 
once established, tends to be a chronic disease 
which, from time to time, may get out of control. 
Unlike diabetes, however, alcoholism is not a dis- 
ease entity, but rather a syndrome in which physio- 
logical, biochemical, psychological and cultural fac- 
tors play highly significant, though not clearly un- 
derstood, roles. It must be emphasized, however, 
that the syndrome of alcoholism is a disease, and, 
as with other diseases, public health control pro- 
grams must take into account the total disease 
picture and bring together all appropriate com- 
munity resources to provide for treatment and re- 
habilitation of the person who suffers from this 
chronic illness. Just as we make provision for fol- 
low-up services and make full utilization of com- 
munity resources for the rehabilitation of patients 
with tuberculosis, arthritis, rheumatic fever, dia- 
betes, heart disease, and other long term illnesses, 
so also should we think of mobilizing such follow- 
up services and community resources for patients 
with chronic alcoholism. 

To this end the Health Department urges gen- 
eral hospitals to provide outpatient follow-up serv- 
ices for alcoholics upon their discharge from the 
inpatient hospital wards. For those patients who 
live in the counties of Maryland where this kind 
of follow-up service would be difficult, a system of 
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referral to appropriate county health clinics (in- 
cluding mental health and other health services) 
should be established between the local health de- 
partments and the general hospitals. Every effort 
should be made to encourage those patients who 
are under the care of private physicians or private 
psychiatrists to return to their own physicians for 
follow-up care after hospitalization. 

Rehabilitation services for the alcoholic will call 
for full utilization of a variety of community re- 
sources. For example, social service and other care- 
taking agencies, both public and private, have an 
important role in providing supportive services for 
the family of the alcoholic, as well as for the 
alcoholic himself. Perhaps the most supportive kind 
of rehabilitation for: the+:alcoholic:himself can be 
offered by Alcoholics Anonymous, The alcohol 
rehabilitation programs in this country which have 
achieved the greatest success have been those that 
have called for participation by the recovered 
alcoholic in the A.A. program. 

In the light of present concepts concerning 
alcoholism, it is difficult to find justification for 
establishing a segregated unit for the rehabilitation 
of alcoholics. Segregation according to disease is 
rapidly becoming an outmoded medical concept. 
Instead, modern hospital and other treatment fa- 
cilities are designed to serve the needs of the patient, 
not his disease. At some stage of his illness, a 
patient—whether he has diabetes, rheumatic fever 
or heart disease—may need hospitalization for an 
acute flare-up of his condition. At a later stage he 
may need convalescent care at home or in an ap- 
propriate facility. In any event, sometimes for 
months or years, he will need some type of follow- 
up community service on a public or private basis. 
So also with the alcoholic. At different stages of his 
illness he will need different types of community 
service. To think in terms of segregating him from 
the mainstream of community care is to deny the 
fact that he is a person who suffers from an illness 
that, while not necessarily curable, is certainly 
treatable. 

To say this is not to deny the fact that there is 
a small group of alcoholics not presently amenable 
to treatment. Recent surveys reported by the Na- 
tional Council on Alcoholism, Inc., indicate that 
only three per cent of the total alcoholic population 
falls into the skid row category, Realistic estimates 
indicate the total skid row population to be about 
500,000, and authorities and special students of 
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skid row culture now agree that, at most, only 30 
per cent of these should be considered alcoholics. 
The remaining 70 per cent belong in the category 
of social misfits (7). It is this group of social 
misfits who are jailed repeatedly for drunkenness 
and other antisocial behavior. Although numerical- 
ly they are a relatively small group, they constitute 
a severe community problem, not solely in terms 
of their alcoholism, but in terms of their inability 
to function adequately in the community whether 
drunk or sober. A solution to this problem is not 
apparent at the present time. Certainly some kind 
of community effort ultimately will be needed to 
cope with this problem. 


RESEARCH., AND: TRAENING 


Since neither the cause nor the cure for alcohol- 
ism is known, where appropriate resources are 
available, every alcohol program should place a 
high priority on research into the basic causes of 
alcoholism and methods for evaluating therapeutic 
agents and treatment programs. To this end the 
Health Department is currently supporting basic 
research projects in alcoholism at both the Johns 
Hopkins University School of Medicine and the 
University of Maryland School of Medicine, Ad- 
ditional research projects should be undertaken by 
the teaching hospitals, with the support of the 
Health Department, as treatment programs are de- 
veloped in the hospitals. Treatment programs, 
wherever possible, should be coordinated with re- 
search and training to achieve maximal results. 

Teaching hospitals should be encouraged either 
to establish alcohol units on their medical wards 
or to designate a number of beds for alcoholics, not 
only for treatment purposes, but to provide oppor- 
tunities for medical students, house staff and 
nurses to learn about the disease of alcoholism. 
There is no doubt that the hospital is the best place 
for instruction in the clinical aspects of any disease, 
but it is difficult to see how such instruction in 
alcoholism can be carried out if alcoholic patients 
are not to be admitted to the hospital. The training 
factor alone, if for no other reason, should be a 
determining one in the hospital’s attitude toward 
the alcoholic patient. A good teaching hospital 
would not consider omitting from its curriculum 
for students, physicians and nurses admission of 
patients with a disease which affects 5,000,000 
people in our country; yet, for many years 
interns and residents have completed their train- 
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ing without having had any appreciable instruc- 
tion in the diagnosis and treatment of alcohol- 
ism (8). 


EDUCATION 


In the final analysis, the success or failure of 
a public health program depends largely on public 
acceptance, both lay and professional, of the pro- 
gram involved. This means that the public at 
large, as well as the professionals involved in all 
aspects of the program, must be made aware of 
the nature of the problem if their cooperation is 
to be secured. With this in mind, the State Health 
Department, through its Division of Mental 
Health, supports the following educational activi- 
ties : 


Publications 

The Maryland Review on Alcohohhsm is pub- 
lished bimonthly by the Department and is mailed 
to about 2,700 selected individuals and agencies. 
It contains abstracts of the latest scientific in- 
formation on the nature and treatment of alcohol- 
ism. In addition, the Department has available for 
distribution selected pamphlets relating to alco- 
holism and maintains an extensive film library 
which includes a number of excellent films on 
alcoholism. These may be obtained by individuals 
or groups, for educational purposes, from the 
Division of Mental Health on request. 


Scholarships 


For a number of years the Department has 
provided scholarships for selected individuals to 
the Yale University Summer School of Alcohol 
Studies. Enrollment is open to persons in the fol- 
lowing fields: community leadership, education, 
public health, industry, law enforcement, medicine, 
psychology, religion, nursing and social welfare. 
In setting up this program, the intent was to build 
up throughout the State a body of informed opin- 
ion concerning the nature of the alcohol problem 
among individuals who are in a position to exert 
influence toward a better and deeper understand- 


ing of this complex disease. In this way it is 
hoped that stereotyped attitudes about alcoholism 
will be changed, and, with this change, the stigma 
that frequently prevents early detection and con- 
trol of alcoholism may ultimately disappear. 


Speakers Bureau 


With the cooperation of a number of graduate: 
of the Yale Summer School of Alcohol Studies. 
for whom the Department had provided scholar- 
ships, a Speakers Bureau has recently been estab- 
lished by the Department. Speakers from the Yale 
group will be provided for organizations or lay 
groups who request such a service through the 
Division of Mental Health. Topics such as al- 
coholism in industry, education about alcoholism 
in the schools, alcoholism as a community prob- 
lem, alcoholism as it affects the family, and the 
role of the clergy in alcoholism will be some of 
the areas covered. The speakers will have avail- 
able pamphlets and films to be used in their pres- 
entations. Information about this new service is 
being sent to community groups and agencies. The 
Maryland Society on Alcoholism and the Mary- 
land Association for Mental Health are acting 
as cosponsors of the Speakers Bureau. 


SUMMARY 
Alcoholism is a major medical and public health 
problem. 
As with other illnesses, control of alcoholism 
involves consideration of: 
(1) Treatment in the acute and chronic 
stages 
(2) Resources for research and training 
(3) Public education 


Rehabilitation of the alcoholic will require ful! 
use of community resources and, above all, pool- 
ing of effort on the part of physicians, hospitals, 
health departments, social agencies and all other 
groups concerned with this problem in Maryland. 


301 North Preston Street 
Baltimore 1, Maryland 
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THE PRIVATE PRACTICE OF MEDICINE 


Kenneth W. Taber, M.D. 


E CAN PREVENT socialized medicine by re- 
\ moving the cause of it, the same as we do 
in treating any other disease. It is my purpose 
herein to expose this etiology and outline its pre- 
vention, because there are some physicians who 
believe that government control is inevitable. 
Others complacently leave it to our national head- 
quarters and lobbyists with an occasional letter to 
a congressman such as the most recent one ob- 
jecting to the Forand Bill. 


Dr. E. L. Bernhart (1), new president of 
the Conference of Presidents and Other 
Officers of State Medical Associations, and 
a past president of the Milwaukee County 
and Wisconsin State Medical Societies, 
says: “There is a drought in the political 
grass roots of American medicine. And 
the blame for it can be laid at the individ- 
al doctor’s door. 

“We, the presidents and officers of our 
state medical societies, have simply not 
laid the facts on the line to our members 
... We, ourselves have become too com- 
placent with the illusion that somebody 
will do something when the time comes— 
that resolutions rightly timed will turn the 
tide; that the legislature or Congress can 
be persuaded to see things our way by hon- 
est and skillful lobbying ; that a well-docu- 
mented strong appeal at the committee 
hearing will cause the lawmaking body to 
do what it should. 


Presented before the Harford County Medical Society 
February 19, 1959, at Havre de Grace, Maryland. 
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it is the responsibility of all physicians to pre- 
vent the abuses which contribute to the rising of 
costs of prepaid health insurance and threaten 
our freedom of private practice. The measures 
adopted by the Medical Society of the State of 
Pennsylvania should be an example and guide 
for other state and county medical societies in 
formulating a program to maintain this precious 
freedom. 


“But nothing,” he points out, “could be 
further from the truth. Medicine is failing 
to protect itself and the public health by 
forgetting the first fundamental of grass- 
roots politics: personal contact.” 

Speaking to members of the conference 
in San Francisco, Dr. Bernhart didn’t 
mince words: “We’ve done a lot of grass- 
roots talking at medical meetings as far 
back as I can remember,—but for some 
reason, our talk seems to have been noth- 
ing but hot air. Without grass-roots ac- 
tion, all of our talking is worthless.” 


I concur with Dr. Bernhart. When the “epi- 
demic” reaches its peak, no one will be able to stop 
the state or federal government from taking ac- 
tion at the request of the unions or insurance 
commissioners. We must all act now and every 
day with every patient desiring or needing hospi- 
talization, if we are to continue the privilege of 
practicing medicine as a free enterprise in the 
United States of America. So far, we have failed 
to convince the majority of the voting public that 
free enterprise in medicine is to their benefit. But 
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we, as individual physicians, must do more than 
educate the lay public in this matter. We must 
clean our own house. It is to this end that I will 
direct my remarks. 

By the “disease” socialized medicine, I mean 
any degree of control by a third party which 
would in any way interfere with free choice of 
physician, physician-patient relationship, or the 
determination of the individual physician’s income 
by “satisfied customers,” whether that third party 
be government, unions, or insurance commission- 
ers. The prevention of socialized medicine is en- 
tirely in the hands of organized medicine. 

The etiology of this disease will be the lay pub- 
lic’s or unions’ refusal to accept the ever increas- 
ing costs of prepaid health insurance. This in- 
crease is the result of filling our hospital beds 
with people who are not sufficiently ill or injured 
to be bedridden. They are usually hospitalized be- 
cause they have health insurance which pays for 
x-ray and laboratory examinations of inpatients, 
but not of outpatients and, as Brenner (2) quotes 
from an insurance commissioner, “Because the 
hospitals will be paid by Blue Cross, and the doc- 
tor is more likely to obtain his fee.” I have found 
other reasons, also, why some physicians hospi- 
talize patients unnecessarily (3). 

Brenner reports of other state insurance com- 
missioners: Alden C. Palmer, of Indiana, “threat- 
ened to ask the State Legislature for authority to 
regulate hospitals ‘in the same way insurance com- 
panies are regulated.’” Insurance Commissioner 
Joseph A. Humphreys, of Massachusetts, “re- 
portedly recommended that Blue Cross and Blue 
Shield be run by an official :ppointed by the Gov- 
ernor—and that he (Humphreys) be given au- 
thority to set hospital rates. In other states there 
was more than just talk of cutting Blue Cross 
costs.” Brenner continues by relating the actions 
taken by the insurance commissioners in New 
York, Pennsylvania and other states. 

We appear to be on the brink of state control 
of medicine without realizing it, and, if we do not 
act to prevent it immediately, it may be too late. 
Certainly I do not need to tell you what has hap- 
pened in most other countries, and it will spread 
to North America if we are not actively working 
against it. If Harry Becker were as confident that 
National Health Insurance had been killed as 
Lindsey (4) indicated in the report of his inter- 
view with Becker, I do not think he (Becker) 
would have written to me five days after that in- 
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terview was published to ask for 100 reprints of 
my article entitled “Balancing our Patient-Bed 
Budget” to mail to all Blue Cross Plans across the 
United States “as promptly as possible.” 

It is not only Blue Cross that is “in trouble ” 
as Brenner (2) expressed it. Blue Shield is not 
controlled as it should be by organized medicine, 
and organized medicine is not going to control it- 
self unless every member disciplines himself r>- 
garding misuse of hospital beds. 

Certainly the insurance carriers could contribute 
a great deal toward the solution of this probler, 
but they are in business to sell policies and, there- 
fore, are providing what the public wants. The 
insurance carriers, before paying the bill, shou‘d 
require the attending physician to sign a statement 
that the patient was hospitalized for diagnosis 
only or for treatment. The physician then would 
be obligated to tell the patient who demands hos- 
pitalization that he may have to pay his own way. 
Many doctors feel it is not their business to enter 
the question of who is to pay the hospital bill. 
My point is that if we do not make it our busi- 
ness, we may lose the privilege of privately prac- 
ticing medicine. 

Government controlled insurance will result 
from the spiraling costs of privately controlled in- 
surance. Leveroos (5) points out that the increase 
in hospital beds throughout the country has not 
kept pace with increased hospital utilization. The 
percentage increase in hospital admissions in this 
country from 1946 to 1956 was more than twice 
the increase in population during this same period ; 
yet the number of beds per 1000 population re- 
mained the same. This doubling of use of hospital 
beds closely coincides with a report of Harbison 
(6) on a survey made in a 350 bed general hos- 
pital, that 59 per cent of the patients were oc- 
cupying beds unnecessarily. 

Current estimates suggest the need of 4.5 to 4.8 
beds per 1000 population for active medical care in 
a general hospital. It is difficult to separate neec's 
from wants, Schicks (7) estimates that if the pres- 
ent figure of one in eight persons hospitalized per 
year becomes one in nine, “the potential annual 
savings to all health insurance plans in the United 
States would approach $370,000,000. This savirg 
could be passed on to subscribers in reduced rat«s 
or to help keep premiums stabilized.” 

As Irwin (8) points out, insurance premiun s 
depend upon three things: how often patients go 
to the hospital, how many days they stay, and how 


MARYLAND STATE MEDICAL JOURNAL 





much it costs per day. Doctors play a most im- 
portant role in each of these factors. Frequency 
of admission, except for emergencies, rests entire- 
ly in our hands. The length of stay is entirely in 
our control. When, in the privacy of your office, 
you and your patient decide that he will go to the 
hospital, it is a matter of concern to everyone, be- 
cause the cost of each hospital day is being shared 
through insurance premiums, 

Since thé patient is not likely to resist going to 
the hospital and frequently demands going, it is 
essential that the choice be made entirely on the 
basis of medical need. Determination by desire or 
coi'venience does violence to the principle of phy- 
sic'an responsibility for medical care. Only by the 
strictest exercise of this principle in each case can 
we be sure that we do not cause our hospital plant 
to be overbuilt and that we do not push hospital 
costs beyond the point of public acceptance. 

Physicians on hospital staffs will argue, as many 
members of our staff did, that they will lose patients 
who demand hospitalization if they refuse it to 
them. This would be true if the hospital staff has 
no policing committee, which our staff has. Called 
the Committee on Admissions, Conduct, and Dis- 
charges (5), it has the authority to refuse patients 
admission, regardless of what doctor they have. 
This committee, which was created by the staff, of 
the staff, and for the staff, because of serious hos- 
pital bed shortages, thereby prevents patients from 
changing doctors in order to abuse hospital priv- 
ileges, unless, of course, there is another hospital 
nearby which does not cooperate in this program. 
This necessitates County Medical Society action 
to protect the doctor from losing patients to doc- 
tors on another hospital staff. 

This policing committee not only prevents un- 
warranted admissions ; it expedites consultations, 
requires departure of discharged patients early in 
the day, and orders physicians to discharge patients 
whom the physicians might otherwise lose because 
of the desire of the patients to remain in the hos- 
pital. The physician can put the blame on the com- 
mittee when explaining it to the patient. In fact, 
our committee offers to explain the situation to the 
patient and takes the blame in order to protect the 
physician concerned. 

We require that patients who are to be trans- 
ferred to another physician be transferred before 
admission to the hospital, in order to cut down 
their patient-days. 
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To simplify the chore of restricting admissions 
to those of sick people, we divided emergencies into 
“critical,” “serious” and “urgent” and set up lists 
of diagnoses as examples of what the chiefs of 
services and other key specialists considered under 
each of these headings. These lists are guides for 
our admitting clerks, who have been instructed to 
admit all “critical” cases immediately ; all “serious” 
cases within three hours, and all “urgent” cases 
before elective cases or patients with routine 
reservations, 

Lists could be prepared to show the average 
length of stay for various procedures to guide floor 
nurses in reporting abuses, but we have not found 
this necessary. We judge each case on its own 
merits. 

The individual physicians now police themselves. 
They realize the entire program is for their benefit, 
and they are anxious to promote it. 

The Committee on Blue Cross-Blue Shield of 
the Medical Society of the State of Pennsylvania 
reported to its Board of Trustees on May 1, 1958, 
after which the Board approved the committee’s 
recommendations as follows: 


“1. The Board of Trustees should bring 
this entire problem to the attention of all 
county medical societies. 

“2. The county medical societies should 
be asked to report on the number of hospi- 
tal staffs which presently have admissions 
committees. 

“3. The Board of Trustees should en- 
courage county medical societies, hospital 
staffs, and all physicians to create admis- 
sion committees where they do not exist. 

“4, The Board of Trustees should en- 
courage the cooperation of the entire medi- 
cal profession with the Blue Cross plans. 

“5. The county medical societies should 
be informed of the proposed ‘effective hos- 
pital utilization study’ and told that the 
possible results from such a study should 
be considered by all hospitals which are 
presently anticipating building programs. 
In this connection, it is believed that the 
results of the study might make future 
building plans unnecessary. 

“6. The Board of Trustees should re- 
quest the Educational and Scientific Trust 
to continue expeditiously with all the de- 
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tails which are necessary to implement the 
proposed ‘effective hospital utilization 
study.’ 

“The admission committees referred to 
in Recommendations Nos. 2 and 3 are al- 
ready in operation at the Sacred Heart 
Hospital, Allentown, Pennsylvania.” 


We also approved these recommendations in the 
House of Delegates of the Pennsylvania Medical 
Society on October 14, 1958. 


What does all this mean to us as practicing 
physicians ? On the one hand, it means that Ameri- 
cans have proved their willingness to budget for 
the unknown expense of medical care on a scale 
never imagined a few years ago. By so doing they 
have given us more freedom to practice medicine 
to the best of our knowledge and ability than has 
ever been known. On the other hand, it means that 
we, as individual doctors and members of organized 
medical staffs, must accept a large share of the re- 
sponsibility for the cost of that care. When, from 
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the medical viewpoint, it is reasonable and proper 
to treat the patient on an ambulatory basis, the 
public must not be asked to share the expense of 
keeping him in a hospital bed. Either way, in or ou' 
of the hospital, we will have served the patient’s 
needs, and by choosing the least expensive alterna. 
tive, we also serve the public good. Only by serving 
the public good can we hope to assure the voluntary 
system of medical care and our freedom from non- 
medical restraint. In a very real sense, our use oi 
the hospital bed today signifies our regard for to- 
morrow. 


SUMMARY 


If as physicians we do not accept the responsibil- 
ity for the spiraling cost of prepaid health insur- 
ance which result from misuse of hospital beds, we 
can expect the government to do so at the expense 
of our freedom from nonmedical restraint. It is 
recommended that all state medical societies follow 
the example of the Medical Society of the State of 
Pennsylvania in this problem, 
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REMINDER—HOTEL ROOM RESERVATIONS 
APRIL 20, 21, and 22, 1960 


Annual Meeting of Medical and Chirurgical Faculty 


A block of rooms has been set aside at the Sheraton Belvedere Hotel, Charles and 
Chase Streets, Baltimore, for those attending the Annual Meeting of the Medical and 
Chirurgical Faculty in April. The Hotel will take your room reservations now. When 
making your reservation be sure to mention that you will be attending the Annual 


Meeting of the Faculty. 
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REMINDER REGARDING RESOLUTIONS! 


Important Notice for Component Medical Societies and Individual Members of 
Medical and Chirurgical Faculty 


The House of Delegates of the Medical and Chirurgical Faculty approved the 
following recommendations concerning the procedure to govern the reports which 
are given at the Annual and Semiannual Meetings: 


1. All reports must be sent to the Faculty office. Those reports which contain 
recommendations or resolutions must be in the office eight (8) weeks prior to 
the Annual or Semiannual Meeting, whichever happens to be concerned. 

2. When the reports are received, those containing recommendations or reso- 
lutions will be sent to the Component Societies for consideration so that the 
Component Delegates may be instructed if desired. These reports will also be 
referred to Council for discussion at its meeting prior to Annual or Semiannual 
Meeting. 

3. Those reports which contain resolutions are to be referred to the Resolu- 
tions Committee for consideration. 

4. The Council will refer to the Resolutions Committee any recommendations 
which it feels should be formulated as resolutions. The Council will also trans- 
mit to the Resolutions Committee an opinion of the policy involved in the 
Resolution. 

5. Reports will be presented to the House of Delegates as usual, and it will be 
suggested as is normally done that reports not containing recommendations or 
resolutions be accepted as printed and distributed. 

6. Those reports containing recommendations or resolutions will be consid- 
ered and acted upon individually by the House of Delegates. 


This policy will be followed in all future meetings. 


As A RESULT OF THIS ACTION OF THE HOUSE OF DELEGATES, RESOLUTIONS FOR 
PRESENTATION TO THE APRIL 1960 ANNUAL MEETING OF THE HoUuSE oF DELE- 
SATES, MUST BE IN THE HANDS OF THE SECRETARY, Dr. WILLIAM CARL EBELING, 
AT THE FACULTY OFFICE, BY FEBRUARY 24, 1960. 


As adopted by the Council, the members of the Medical and Chirurgical Faculty 
are advised that the Resolutions Committee is anxious to hear expressions of opin- 
ions from members on any resolutions being presented to the House of Delegates 
at either the Semiannual or Annual Meetings, and that members in good standing 
who might wish to appear before this Committee to discuss a pending resolution 
may do so upon making a request to that effect to the Resolutions Committee. 


RESOLUTIONS ror Aprit House or DELEGATES MUST BE IN FACULTY OFFICE BY 


WEDNESDAY, FEBRUARY 24, 1960. 
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wherever there is inflammation, swelling, pain 


VARIDASE 





nase Lederie 


BUCCAL ™« 


conditions 

for a fast 

& comfortable 
comeback 


Host reaction to injury or local infection has a 
catabolic and an anabolic phase. The body responds 
with inflammation, swelling and pain. In time, 

the process is reversed. VARIDASE speeds up 

this normal process of recovery. 

By activating fibrinolytic factors VARIDASE shortens 

the undesirable phase, limits necrotic changes due to 
inflammatory infiltration, and initiates the constructive phase 
to speed total remission. Medication and body defenses 
can readily penetrate to the affected site; 

local tissue is prepared for faster regrowth of cells. 

In infection, the fibrin wall is breached while 

the infection-limiting effect is retained. In acute 

cases, response is often dramatic. In chronic 

cases, VARIDASE Buccal Tabiets can stimulate 

a successful response to primary therapy 

previously considered inadequate or failing. 


for routine use in injury and infection 
...new simple buccal route 


‘/ARIDASE Buccal Tablets should be retained in the buccal 
pouch until dissolved. For maximum absorption, 
patient should delay swallowing saliva. 

Dosage: One tablet four times daily usually for five days. 
When infection is present, VaRIDASE Buccal Tablets 
should be given in conjunction with ACHROMycIN® V 
Tetracycline with Citric Acid. 

Each VaripaseE Buccal Tablet contains: 10,000 Units 
Streptokinase and 2,500 Units Streptodornase. 

Supplied: boxes of 24 and 100 tablets. 


1. Innerfield, I.: Clinical report cited with permission 
2. Clinical report cited with permission 
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Important Dates 


APRIL 20, 21, 22, 1960 
ANNUAL MEETING 


of 
MEDICAL and CHIRURGICAL FACULTY 


The Alcazar, Cathedral and Madison Streets, Baltimore 


An outstanding scientific program of eminent speakers has been arranged for the 
1960 Annual Meeting by the Committee on Scientific Work and Arrangements, of which 
Dr. Nathan E. Needle is the Chairman. There will be papers of interest in all fields of 
medicine. 

In 1959 the registration was well over 1,400, which shows a notable continued in- 
crease, and it is expected that the 1960 registration will be even greater. Do your part 
to make this meeting a success by attending the scientific sessions. 

At this time the following speakers have been scheduled: 


Wednesday Afternoon, April 20 


Psychiatric Panel— 
Dr. LEO H. BARTEMEIER, Baltimore. 
Dr. FREDERICK H. ALLEN, University of Pennsylvania. 
Dr. M. RALPH KAUFMAN, Columbia University. 


Trimble Lecture— 
Dr. WILLIs J. Potts, The Children’s Memorial Hospital, Chicago. 


Evening Session— 
Symposium on Radiation. Moderated and arranged by Dr. RUSSELL H. MorRGAN, 
Baltimore. 


Thursday, April 21 





Hypertension Panel— 
Dr. E. COWLES ANDRUS, Baltimore. 
Dr. EDWARD D. FREIs, Georgetown University. 
Dr. IRVINE H. PAGE, Cleveland Clinic. 


Dr. ROBERT B. GREENBLATT, Medical College of Georgia. Subject—Stein-Leventhal 
Syndrome (Polycystic Ovary Syndrome). 


Diabetes Panel— 
Dr. HENRY T. RICKETTS, University of Chicago. 
Dr. FRANCIS D. W. LUKENS, University of Pennsylvania. 
Dr. T. S. DANOWSKI, University of Pittsburgh. 
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Thursday, April 21, continued 


Dr. JOSEPH E. SMADEL, Associate Director, National Institutes of Health. Subject— 
Immunization for Young and Old. 


Clinical Pathological Conference— 
Dr. THOMAS M. DURANT, Temple University. 
Dr. ERNEST E. AEGERTER, Temple University. 


Presidential Dinner at which Dr. VirGIL T. DEVAULT, Medical Director of Foreign 
Service and Department of State, Washington, will be the speaker. 


Friday Morning, April 22 


Dr. IRvING S. COOPER, Professor of Research Surgery, New York University Postgraduate 
School of Medicine. Subject—Chemosurgery in Parkinson’s Disease. 


Dr. GERALD KLATSKIN, Professor of Medicine, Yale University School of Medicine. 
Subject—Jaundice and Liver Disease. 


LOLA LLL LLL) 


Dr. BAYARD T. HorTON, Emeritus Staff, Mayo Clinic. Subject—Histaminic Cephalgia 
and Temporal Arteritis. 


In the Ballroom of the Alcazar there will be many technical exhibits, which it is 
hoped all attending the sessions will visit as these form an integral part of the Annual 
Meeting. In addition, in the Blue Room, this year there will be several scientific exhibits 
from the National Institutes of Health and the Medical Schools in Baltimore. 
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Business Meetings—W ednesday morning, April 20, and Friday afternoon, April 
22. All resolutions to be presented to the House of Delegates must be in 
the Faculty office by February 24. 


Scientific Sessions—W ednesday afternoon and evening, April 20; all day Thurs- 
day, April 21; and Friday morning, April 22. 

Woman's Auxiliary Meeting and Luncheon—Wednesday, April 20, Sheraton 
Belvedere Hotel. 

Round Table Luncheon—Thursday, April 21, Park Plaza Hotel. 


Presidential Dinner and Meeting—Thursday. April 21, Sheraton Belvedere 
Hotel. 


MARK THESE DATES ON YOUR CALENDAR AND PLAN TO ATTEND 
ANNUAL MEETING 
Wednesday, Thursday, Friday 
APRIL 20, 21, 22, 1960 
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COMMITTEE FOR THE 


STUDY OF PELVIC CANCER 


(Under the auspices of the Med’cal and Chirurgical Faculty and the Maryland Division of the American Cancer Society) 


Beverley C. Compton, M.D. 


Secretary 


Abstracts of case discussions 


A 22-year-old negro patient, married, gravida 1-0-0-1, gave a 
history of intermittent abdominal discomfort for about a year and 
gradual enlargement of the abdomen for eight or nine months. She 
complained of some frequency and dysuria during this time. Her 
menstrual periods were regular with no intermenstrual bleeding. 
Periods were markedly profuse and prolonged in May of 1958 and 
again in December of that year. She first consulted a physician in 
January, 1958, regarding “pain in stomach for two days.” This was 
relieved by medication. She remained under the care of this physi- 


Diagnosis 


Adenocarcinoma of the ovary with 


metastases and implants to the pelvis and 
omentum. 


Treatment 


Total abdominal hysterectomy and bi- 
lateral salpingo-oophorectomy and omen- 
ectomy; deep x-ray therapy postopera- 
tively. 


VISITING PHYSICIAN : This is my case. I first saw 
this patient in January of 1958. At that time my 
record shows that examination revealed a “possible 
abdominal mass.” At this time, however, she had a 
more acute problem: her tonsils were bad and her 
neck glands were enlarged. She was seen again for 
other complaints in February and March. She was 
anxious to have another child, and in May a hys- 
terosalpingogram was done. She had a bilateral hy- 
drosalpinx. [Films were shown.] I saw the patient 
several more times until September. The mass at 
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the right lower abdomen | thought was a fibroid 
and an enlarged uterus, and uterine gestation was 
considered. However, she continued to menstruate 
monthly, and the consistency of the uterus and the 
enlargement of the uterus were not as in pregnancy. 
I last saw the patient in late September when she 
complained of slight urinary difficulty. 


I think that when I first saw the patient in Janu- 
ary the abdominal mass was palpable. 


House OFFICER: This patient was operated on at 
our hospital, and no one was more surprised than 
the surgeon at the findings. She has had deep x-ray 
therapy postoperatively and has had some gold. 


CHAIRMAN: Then the preoperative diagnosis was 
fibroids ? 


House oFFIcer: Yes. The possibility of ovarian 
cyst was considered, but the preoperative diagnosis 
was multiple myoma. Actually the diagnosis could 
have been made preoperatively, I suppose, con- 
sidering the extent of the disease in the cul-de-sac. 


CoMMITTEE MEMBER: I think there are two things 
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The Committee for the Study of Pelvic 
Cancer meets monthly, October through 
May, for the discussion of selected cases, All 
physicians are cordially invited to attend 
these meetings. 











cian regarding varying complaints until September, 1958. He noted 
an abdominal mass, which he thought was a fibroid, and an en- 
larged uterus; the possibility of pregnancy was considered. In Octo- 
ber the patient moved to another city. In November, because of pro- 
fuse bleeding at the time of her period, she consulted a second physi- 
cian and was referred to the hospital for further investigation. When 
seen in this hospital clinic, the impression was “pelvic mass, either 
ovarian cyst or fibroid.” Co-existent pregnancy was considered, and 
a frog test was done but was negative. The patient was admitted to 
the hospital for exploratory laparotomy on December to. 


against this being a fibroid: the hysterogram looks 
regular for a patient with a large fibroid; also, in 
a patient of this age, the possibility of an ovarian 
cyst is greater than that of a fibroid. 

Was the principal tumor on the right? 


House OFFICER: Yes, it was. 


COMMITTEE MEMBER: I think the hysterogram does 
show some displacement, but it is not very marked. 


COMMITTEE MEMBER: I agree that in a patient of 
this age (a twenty-two-year-old patient) the mass 
was less apt to be a fibroid than an ovarian cyst. 


CHAIRMAN: Yes, and there is no such thing as a 
benign ovarian cyst until it is so proven. It is un- 
usual to find ovarian carcinoma in a patient of this 
age, but it does happen. 

How do you feel about this hysterogram ? 


COMMITTEE MEMBER: [| feel it is essentially 
normal, As I have said, I think there is slight dis- 


placement of the uterus. 


CHAIRMAN: How would you feel about this woman 
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with a palpable abdominal mass and a normal 
hysterogram? 


COMMITTEE MEMBER: That is easy to answer now. 
I do think I would have felt that the mass was 
more apt to be ovarian than fibroid. 


CHAIRMAN: I think it is unquestionably a difficult 
diagnosis. All of us are well aware of the difficul- 
ties in diagnosing ovarian carcinoma. 

How should we classify this case? 


CoMMITTEE MEMBER: I think this is a case where 
we must say there was delay in establishing the 
diagnosis, but without implying negligence. 


COMMITTEE MEMBER: An honest effort was made 
to find the diagnosis. The patient was relatively 
asymptomatic, and I think there was justification 
in following her along. 


CHAIRMAN: We appreciate the cooperation of the 
physician in coming to the meeting to give us ad- 
ditional information on this case. I hope he will 
understand that our classification is technical de- 
lay. 
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A 40-year-old Negro patient gave a history of a ruptured ectopic 
pregnancy in 1943, for which a left salpingectomy was done. In De- 
cember of 1956 she had a ruptured ectopic pregnancy, right. At this 
time a D. and C., posterior colpotomy, right salpingectomy, bilateral 
oophorectomy and supravaginal hysterectomy were done. She was 
seen for a follow-up examination in late February, 1957, and was 
asked to return in six months, but she did not keep this appointment. 
In May of 1958 she began to have slight intermittent vaginal bleed- 
ing, and consulted her physician within a week of the onset of symp- 
‘toms. A cervical biopsy was taken and reported as adenocarcinoma. 


Diagnosis 
Adenocarcinoma, cervical stump, inter- 
national classification, stage IT. 


Treatment 
Radium and deep x-ray therapy. 


CHAIRMAN: Are there any comments on this case? 


VISITING SURGEON: The only comment I can make 
is regarding the subtotal hysterectomy: a total 
hysterectomy should have been done. We hear 
various reasons for not doing a total, but my feel- 
ing is that when a hysterectomy is carried out, the 
surgeon should be able to carry out a complete 
operation. The surgery in this case was done in 
December of 1956, and the diagnosis of carcinoma 
of the cervix was made in May of 1958. It is con- 
ceivable that she had the carcinoma of the cervix in 
1956 at the time of surgery. Certainly examina- 
tion of the cervical stump, either by Papanicolaou 
smear or biopsy, would have been advisable. __ 
CHAIRMAN: I think that sums up the case. It 
would be interesting to speculate as to what the 
physician would have done if he had known car- 
cinoma was present. I would feel that the adeno- 
carcinoma of the cervix was probably there at the 
time. 


VISITING SURGEON : Every once in a while when a 
laporotomy is carried out in an emergency situa- 
tion, it is good judgment to doa hysterectomy with- 
out knowing any more about the cervix than can 
be determined by careful inspection. Occasionally 
a cervix removed in this way shows carcinoma, 
putting the case in the category of the undiagnosed, 
and perhaps mistreated, carcinomas. 
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CHAIRMAN: You mean a simple hysterectomy is 
done and the sections show carcinoma of the 
cervix? 


VISITING SURGEON : Yes. I would like to know the 
radiologist’s opinion as to what should be done 
next. 


Rapro.ocist: I think surgery is the only thing left : 
do a Wertheim procedure. Perhaps with cobalt 
you could get adequate radiation, but with other 
deep therapy I do not think you could. 


COMMITTEE MEMBER: Concerning this case under 
discussion, I am wondering if it was necessary to 
do all the surgery that was done at the time of the 
second ectopic. We do not know the details, but 
theoretically it would have been perfectly all right 
to leave one ovary and the uterus, If you are going 
to leave the stump, leave the uterus. I suggest this 
only because a total uterus is much easier to treat 
than a cervical stump. 


COMMITTEE MEMBER: I doubt that we can criticize 
too much the fact that a cervical biopsy was not 
done. Apparently the patient did not have any 
symptoms that could be separated from those of the 
ectopic and attributed to disease of the cervix. 


COMMITTEE MEMBER: I think I would criticize 
anyone for not following up a cervix that they had 
left in. 


CHAIRMAN: The follow-up should be done ex- 
tremely carefully. This patient was asked to come 
back in six months and did not do this. I think it 
is a good idea to try early to establish good return 
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habits. I think she should have been asked to come 
back even before six months. 

There was probably no real delay in this case. 
The physicians took care of things as they hap- 
pened. 


cervical stump within two years, isn’t it considered 
to have been there originally? 


COMMITTEE MEMBER: Yes, that is true. This 
patient apparently had no symtoms to indicate 
disease of the cervix, so classification of delay is 


VISITING SURGEON: If a carcinoma appears in a_ rather difficult. 


A 35-year-old white patient, married, gravida 4-0-0-4, was de- 
livered May 20, 1958. She had been referred to the hospital by her 
physician and made her first visit to the obstetrical clinic on April 
18. She reported a profuse discharge, intermittently bloody, 
throughout pregnancy. Delivery was said to have been uneventful. 
She returned to the gynecological clinic in early August regarding 
repair of cystocele and possible vaginal hysterectomy. Routine 
cervical biopsy at the time she was seen in gynecological clinic 
showed marked basal cell and spinal cell hyperactivity and was con- 
sidered suspicious of malignancy. Re-biopsy a few days later showed 
epidermoid carcinoma. Papanicolaou smear was class V. At this time 
it was found that the patient had a history of intermittent post- 
coital bleeding for the past two years. She stated that she had con- 
sulted her physican in regard to this and had been treated with in- 


jections. 


Diagnosis 
Carcinoma of the cervix, international 
classification, stage I, early. 


Treatment 
Radium and deep x-ray therapy. 


CHAIRMAN: Does anyone have any further in- 
formation in regard to this case? 


COMMITTEE MEMBER: [| have her hospital chart 
here, and whoever took the history at the time 
the patient was first seen in the obstetrical clinic 
did not pick up this history of bleeding. At the 
time of her second visit, the note reads “Vaginal 
discharge, blood tinged throughout pregnancy—if 
this continues, to have culture and smear.” This 
patient should have had a smear when she was first 
seen. 


CoMMITTEE MEMBER: Was there any note regard- 
ing the appearance of the cervix? 
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House OFFICER: At the time the patient was first 
seen, the cervix was described as unremarkable. 
There was apparently no further check of the 
cervix, but at the time she returned for her six- 
weeks postpartum check, a notation was made of 
“an erosion on the cervix.” 


COMMITTEE MEMBER: It looks to me as if there was 
a slip-up in the obstetrical dispensary. 


House OFFICER: Yes, the history was inadequate, 
and certainly she should have had at least a smear. 
Even at the time of her six-weeks check, when the 
cervix was noted as eroded, she did not have a 
smear. She was referred to the gynecological clinic 
regarding possible vaginal hysterectomy and re- 
pair of the pelvic relaxation. She had had stress in- 
continence for several years. 


CHAIRMAN: As I have said before, this term 
“erosion” is much misused. It makes me see red. 
Erosion, to me, means loss of tissue; erosion of 
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the land means loss of top soil, and I think it means 
much the same thing in the cervix ; loss of tissue. 
If you are going to use the term erosion, I think the 
least you can do is to biopsy the cervix. 


House OFFICER: In the past two and one-half 
months on the obstetrical service, we have been 
doing routine Papanicolaou smears on all patients 
25 years of age or older. In this short time we have 
had four class V smears. Two of these are stage I 
and have already been treated, another was a stage 
0, and the fourth is still pending. It was decided 
to allow the patient with the stage 0 to continue 
her pregnancy, but she is to be followed closely 
with repeat smears. 


COMMITTEE MEMBER: Have false positives been 
any problem in this pregnancy study? 


House OFFICER: So far, we have not had any false 
positives. 


CHAIRMAN: How shail we classify this case? 


COMMITTEE MEMBER: | think we would have to 
say there was institutional delay here ; if the patient 


BALTIMORE RADIOLOGISTS WIN 
EXHIBIT AWARD AT MEETING OF 
RADIOLOGICAL SOCIETY OF 
NORTH AMERICA 


Dr. James J. Stovin, of Baltimore stands before his 
award-winning exhibit at the 45th annual meeting of the 
Radiological Society of North America in Chicago, No- 
vember 16-20. Dr. John M. Dennis, also of Baltimore, 
collaborated with Dr. Stovin on preparation of the dis- 
play which depicted the evolution of the modern x-ray 
tube. Society officials awarded it an honorable mention 
citation. 
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had had a smear at the time she first came to the 
obstetrical clinic, the diagnosis undoubtedly would 
have been established earlier. There was apparent- 
ly delay on the part of the physician also; the 
patient consulted him regarding postcoital bleed- 
ing and was treated with injections. It is amazing 
how often this is one of the earliest symptoms of 
carcinoma of the cervix, and it is always an in- 
dication for a smear or biopsy. 


Summary 
Total cases, as of October |, 1959 ... 
Classification: 
No delay 
Asymptomatic detected cases 
Patient delay 
Physician delay .. ......5665....%: 
Physician and patient delay ............. 
Institutional delay 
Institutional and patient delay 
Institutional and physician delay ......... 
Institution, physician and patient delay .. . 
Inadequate or improper treatment ....... 
Delay due tolaboratoryerror............ 
Unclassified to date 
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Drs. 
ATTEND MepiIcaAL MEETING 


Drs. Leo H. Ley, Jr. and G. 
Overton Himmelwright have just 
returned from Chicago, after attend- 
ing the Interstate Postgraduate 
Medical Association meeting held 
November 2-5, at the Palmer House. 
Drs, Alton Ochsner and George W. 
Crile, Jr. were featured speakers. 


LEY AND HIMMELWRIGHT 


Dr. Himmelwright was enthusi- 
astic in his praise of this meeting. 


¥ 


Sacred Heart Hospital 


PERSONALS 


At the October meeting of the Medical-Surgical 
Chest Disease Conference, held at the Memorial 
Hospital in Cumberland, Dr. Elizabeth Brings 
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COMPONENT MEDICAL SOCIETIES 


Dr. G. O. Himmelwright (left) 
reports to fellow physici on 


medical meeting. 


SacrRED Heart HospitTat To BE SOLD 


One of Cumberland’s two hospitals goes up for 
sale on April 1, 1960. Conservatively valued at 
a quarter of a million dollars, it can be purchased 
for $160,000, with immediate possession. It is five 
stories high, fully equipped and has a modern 
nurses’ home. The bed capacity is 140. During 
the past year, the daily average patient census has 
been 108. No obstetric service was offered during 
1959. The medical staff is unsurpassable, and 
every type of surgery, except brain surgery is 
performed. 


presented a report of spontaneous pneumo-medi- 
astinum in a child, and Dr. Earl Paul presented 
a report of a malignant tumor of the anterior 
mediastinum in a seven-year-old child. Dr. Bene- 
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dict Skitarelic discussed the autopsy findings in 
both cases. Slide x-ray illustrations were shown 
of mediastinal and chest wall tumors. 


District 1, Maryland State Nurses As- 
sociation had as its guest speaker for the 
November meeting, Dr. Louis Glick, of 
Cumberland. His subject was “Liver Func- 
tion and Disease.” 





Dr. Ralph Ballin, of Cumberland, spoke on 
“Miner’s Asthma” at a recent meeting of the 
Lonaconing Rotary Club, of which Dr. Leslie R. 
Miles, is president. 


A son was born to Dr. and Mrs. William 
W. Lesh, of Westernport, during October. 





The regular meeting of the Executive Board 
of the Baltimore City Medical Society for October 
was held on Tuesday, the 13th. The unfinished 
business of the Hospital Accreditation Resolution 
was considered, and Drs. Roderick Shipley, Wil- 
liam Mosberg and Lewis Gundry were present 
to support the resolution. Dr. Shipley, as spokes- 
man, declared that the resolution was intended 
to call attention to unreasonable demands made 
in a letter from Dr. John Hinman, secretary of 
the Residency Review Committee in Internal 
Medicine, sent in reply to an inquiry by Dr. 
Gundry. Dr. Gundry had asked that the Resi- 
dency Review Committee spell out in 1-2-3-4 
fashion the desirable procedures for residency 
approval of the five small nonteaching hospitals 
involved. Dr. Hinman’s letter, in reply to this re- 
quest for specific direction, stipulated that certain 
things be done, of which two were considered ob- 


jectionable: the first was that a full-time internist | 


be employed to direct the postgraduate training 
program; the second was that those physicians 
who did not take part in the postgraduate train- 
ing program should be penalized and denied the 
help of the resident staff. 


Proponents of the resolution declared 
that this letter constituted an ultimatum 
to the hospitals to comply—‘or else.” 
Fearful of losing the staffs that they have 
and the accreditation which they tempo- 
rarily enjoy, the proponents want require- 
ments established that are within their 
power to accomplish. Dr. Shipley stated 





that hospitals are currently under fire for 
the high cost of hospitalization; addition 
of a full-time internist to coordinate post- 
graduate training would raise hospital 
costs even higher. Furthermore, to punish 
the physicians who have few patients or 
who are not asked to teach would tend 
to demoralize -the visiting staffs and nar- 
row the field for potential admissions. 


Dr. Warde Allen, who has worked with the 
Council on Medical Education in Hospitals and 
inspected and evaluated hospitals for them, em- 
phasized that the Council was interested only in 
good patient care and good hospitals. He reviewed 
the background of the accreditation situation: the 
inspection of the Baltimore hospitals had been 
made by Dr. Chester Jones, who spent a week 
observing the teaching programs at the five hos- 
pitals. Referring to Dr. Jones’ original analysis 
of the situation in the local hospitals, it was brought 
out that he had recommended that the people 
doing the most teaching deserved recognition, and 
the hospital staff should be set up to give them 
recognition. It was recommended further that all 
patients in the hospitals be available for teaching 
purposes. (As far as physician consent goes, 
necessarily; no one can require a patient to be 
used for teaching purposes against his will.) Dr. 
Jones suggested that physicians who did not per- 
mit their patients to be used should not have the 
coverage of the house officers. He also held the 
opinion that a paid full-time director of education 
with an office in the hospital could improve the 
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calibre of a ‘teaching program, Dr. Allen then 
returned to the wording of the original report of 
the Accreditation Committee as accepted by the 
House of Delegates of the AMA, emphasizing 
three statements of principle : that hospitals should 
have a continuing postgraduate training program ; 
that bedside teaching should be emphasized ; and 
that hospitals are not all alike, and accreditation 
goals had to be achieved by each hospital in its 
own way. Dr. Allen was concerned over the word- 
ing of Dr. Hinman’s letter and felt there was 
some variance between it and the actual report 
by Dr. Jones. Reviewing the principles of post- 
graduate education in the full Committee Report, 
Dr. Allen felt that a supplementary letter, more 
in keeping with the basic report and acceptable 
to the five hospitals involved, might be obtained 
from Dr. Hinman. 


Dr. Mosberg objected that, until we had 
something in writing from the Committee, 
the letter from Dr. Hinman was still in 
force. The proponents of the resolution 
readily agreed that should an acceptable 
letter be received to replace the one that 
was so disquieting, there would be no need 
to submit the resolution. Dr. Allen agreed 
to call the chairman of the committee and 
request a reply clarifying the points raised, 
before the next meeting of the City Society. 
Such clarification might eliminate the need 
for a resolution. Dr. Shipley, on behalf of 
his group, stood ready to introduce a reso- 
lution modified in accord with this discus- 
sion, should such a letter not be received. 


The Executive Board then considered the prob- 
lem of a physician in active practice whose be- 
havior was suggestive of mental aberration. A 
committee had investigated and was of the opinion 
that he was mentally unbalanced and needed psy- 
chiatric care. The question arose as to how the 
Executive Board should proceed. It was agreed 
that notice should be sent to the State Board of 
Medical Examiners recommending revocation of 
his license. Legal counsel, Mr. G. C. A. Anderson, 
was to be contacted as to whether the Society 
could have him committed for mental treatment 
or whether this should be accomplished through 
the State’s Attorney. 
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The Executive Board agreed to con- 
tinue permanently, the committee headed 
by Dr. Webster Brown to coordinate with 
the Baltimore Claim Manager’s Council 
regarding excessive fees. The committee 
was expected to remain dormant until the 
state level committee had made more 
progress on a relative value schedule of 
fees, now being worked out under the 
guidance of the AMA. 


A letter from Dr. Harry Klinefelter, Jr., re- 
garding display of the Blue Cross emblem on 
physicians’ cars was felt to involve a matter of 
personal taste. He was advised that his letter could 
be submitted to the Maryland State Medical 
Journal for publication. 


The treasurer, Dr. Robert Kimberly, 
called attention to a plan for payroll in- 
surance available for employees of mem- 
bers. Payroll insurance is available in this 
area now and has been available in other 
areas for some time. 


A letter from the new director of Baltimore 
City Hospitals regarding the care of private pa- 
tients there stalemates the committee charged with 
this investigation. The City Hospitals manage- 
ment claims not to have funds to extract the data 
requested and thinks it is improper for the City 
Society or any outside auditors to do it. The 
communication was referred to our committee for 
evaluation. 


The recent conflict of our regular meet- 
ing night with high religious holidays was 
protested by Dr. Bernard S. Kleiman. A 
change in the bylaws was approved to pre- 
vent such conflicts in the future. 


The regular meeting of the Baltimore City 
Medical Society on Friday, November 6 was well 
attended, with more than 100 present for its 
prompt 8:30 p.m. start and more than 200 at 
its ending. President Whitehouse, on calling the 
meeting to order, asked Dr. Seligman to introduce 
the guest speaker. Dr. Seligman gave a gracious 
introduction, lightly recounting the speaker’s 
curriculum vitae through college, medical school, 
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hospital and research laboratory to clinical direc- 
tor of the National Cancer Institute, Bethesda, 
Maryland. 


Dr. Charles G. Zubrod began his scien- 
tific talk by noting that cancer has become 
a “wastebasket” term. In approaching 
“Chemotherapy for Cancer,” he stated a 
need for finding an etiologic agent, and 
until an etiologic agent is found, the treat- 
ment of cancer must be as empirical as 
the treatment of “fever” was before the 
discovery of bacteria. A tumor transplant 
is the only “test animal” that is available 
for cancer research, Evaluation of the ef- 
fectiveness of any chemotherapy is possi- 
ble only by comparing the minimal lethal 
dose for a transplant with its effect on 
normal tissues. In human research there 
are no good end points, although survival 
time, the size of the tumor and, in some 
instances, the chemical product of the 
tumor metabolism can be used as an indi- 
cation of the effect of therapy. He used as 
illustration the steroid tumors and the 
production of acid phosphatase by pro- 
static tumors. 


Questions from the floor brought a challenge 
regarding diagnostic disagreement among patholo- 
gists. He agreed that we need diagnostic agree- 
ment and that it often is not forthcoming ; how- 
ever, he made a strong plea for practicality and 
reason, so that with compromise, that work which 
is possible can move ahead. His paper and his 


responses to the questions were received warmly. 


Following the departure of the speaker, 
the augmented audience remained for the 
business part of the meeting. President 
Whitehouse remarked that apparently a 
controversial subject was needed to im- 
prove attendance at meetings. 


Dr. Whitmer Firor, chairman of the Nominat- 
ing Committee, introduced the proposed slate of 
officers for the coming year, recalling that a year 
ago a letter had been sent to the membership re- 
questing suggestions for names of interested, hard- 
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working members to be considered for nomina- 
tion. From the more than 1500 members who re- 
ceived the letter, there were three replies. Upon 
presentation of the Nominating Committee’s slate, 
there were spirited nominations from the floor for 
representatives to the House of Delegates for the 
1960-61 term. Apparently there was no concern 
about alternates, and none were proposed. 





Dr. E. Roderick Shipley presented the 
background and current status of the reso- 
lution which he had proposed at the Octo- 
ber meeting regarding requirements of the 
Hospital Accreditation Committee in In- 
ternal Medicine. Although a reply had 
been received to correspondence with that 7 
committee, it appeared to be neither a f 
retraction nor a modification, but simply 
the same statements enclosed in more 
verbiage. His slightly modified resolution 
was introduced and provoked considerable 
discussion. 


Dr. Samuel Morrison talked at length from a 
prepared statement, declaring that the medical 
service in the small hospital is comparable to the 
front line in battle. He said the Accreditation 
Committee from Chicago criticized our small hos- 
pitals for not conducting enough research and the 
staffs for not writing enough papers. He related 
in some detail the struggles of St. Joseph’s Hos- 
pital, which he had helped regain accreditation 
status, and read his letter of May, 1958 to the 
Accreditation Committee, protesting the arbitrari- 
ness of their stipulations. 


He was followed by Dr. Frederick W. 
Barnes, Jr., who said that since the reso- 
lution had already been introduced, he did 
not know how to make a substitution, but : 
felt that a letter which was more positive 1 
and more mature in wording and direction 
would be better received and, in the long 
run, be more effective than the bitterly 
worded resolution. He read his letter, 
which, indeed, was couched in more posi- 
tive and mature terms without recrimina- 
tion. 


Dr. George Finney proposed, as an alternative 
to amending the resolution, the striking out of 
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two paragraphs and rewording of another to make 
the resolution more acceptable. 








Dr. William Schuman, of Doctor’s Hos- 
pital, felt it would be well to quote back 
to the Accreditation Committee phrases 
from a “workshop conference” which he 
had attended as a director of professional 
education for the Doctor’s Hospital. The 
recommendations he read from their print- 
ed casebook did seem to contravene re- 
quirements in the recent letter and support 
the intent of the resolution. 


Dr. I. Ridgeway Trimble, speaking as a 
‘fulltime surgeon and part-time staff mem- 
der,” objected to the wording of the resolution. 
He made a strong plea for moderation and 
isked that the feeling of the members be ex- 
pressed without recrimination. After consider- 
able further discussion and ventilation, the 
amendments were passed, and the resolution, 
thus amended, was carried. 


Dr. Raymond V. Rangle proposed that 
the Baltimore City Medical Society pro- 
tect its members from events such as had 
just been experienced. He recommended 
that the City Society appoint a committee, 
composed of representatives from the dif- 
ferent hospitals, to review and monitor all 
requirements from the various accredita- 
tion boards before they are passed on to 
the hospitals; thus unreasonable demands 
would not disrupt or threaten the smaller 
hospitals in the future. No action was 
taken on Dr. Rangle’s stimulating idea 
before the meeting adjourned. 

Coffee and donuts provided by the Women’s 
Auxiliary and served by Ellen and Walter 
were appreciated and enjoyed. 


The November meeting of the Executive 
Board of the Baltimore City Medical Soci- 
ety met on Tuesday, November 10 and 
considered resolutions (similar to the ones 
passed at our regular meeting) forwarded 
by the Maryland Chapter of the Ameri- 
can College of Surgeons at their annual 
meeting in September. The first resolution 
referred to the residency training pro- 
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gram, and the second one to the Standards 
of Surgical Practice Committee and the 
Insurance Committee. The Executive 
Board was glad to be advised of the ac- 
tions of this aggressive group, consider- 
ing enlargement and clarification of the 
issues to be very much in order. It seemed 
to be the feeling of the Executive Board 
that all the resolutions so far submitted, 
our own included, covered too many fac- 
tors and that simplification and direction 
of effort is needed for greater effectiveness. 


A letter from Past President Amos R. 
Koontz requested the Society to consider spon- 
soring changes in the administrative setup at 
the Baltimore City Hospitals. His vigorous 
idea was received with considerable interest, 
and a committee is to be appointed to inquire 
into this aspect of the city’s health program. 


Dr. Robert C. Kimberly, treasurer and 
representative to the Planning Committee 
of the Medical and Chirurgical Faculty, 
submitted a report of nine items discussed 
at the Committee’s October meeting. Of 
news to your representative and many 
other members of the Executive Board 
was the present existence and function of 
the Eugene Fauntleroy Cordell Fund. This 
is a bequest intended to be used by the 
Faculty for the relief of widows, orphans 
and families of Faculty members. That 
such a fund exists at all is little known. 
In appropriate cases it could do great 
good. The Planning Committee voted that 
reimbursement of speakers at component 
society meetings was not proper. 


Dr. John N. Classen, secretary, who retires 
as our effective and efficient keeper-of-the-rolls 
after five years of dedicated work, prepared 
a report comprising suggestions and ideas for 
improvement of the Society. These are ideas 
in line with the present direction of the society 
which will benefit the whole membership. The 
Executive Board received the suggestions 
warmly and urged that they be presented at 
the Annual Meeting. Notable among them 
was the proposal that a parlimentarian be en- 
gaged for guidance at meetings. 
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The Baltimore County Medical Association met 
at the Stafford Hotel for a luncheon meeting on 
Thursday, October 22. Members of the Baltimore 
City Medical Society were invited to attend. Dr. 
Matthew Marshall, Jr., practicing urologist from 
Pittsburgh, Pennsylvania, outlined a well organ- 
ized plan to preserve the structure of the private 
practice of medicine and yet provide comprehen- 





sive medical care for the individual. His presenta- 
tion included complete background information 
and many comprehensive points in connection 
with the development of prepaid medical care 
plans. The suggestion was made that steps be taken 
to publish this excellent and far-reaching address 
in a forthcoming issue of the Maryland State 
Medical Journal. 





The October meeting was held at the Francis 
Scott Key Hotel on the 20th. For the first time 
in our Society’s 61 years, wives were invited. It 
became, of course, a command performance ; each 
member was commanded by his wife to escort her. 
In my 25 years in Frederick, I have never seen 
so many members gathered in one place. 


The speaker of the evening was Dr. Amos 
Koontz, of Baltimore, well known to all physicians 
throughout the state. Dr. Koontz, speaking of his 
recent travels in Russia, told of his excursion 
from Finland to Poland via Leningrad and Mos- 
cow. He made his usual authoritative pronounce- 
ments on the appearance, accomplishments and 
culture of the Russian people since the czars. 





Dr. Jacob W. Bird’s colleagues in the prac- 
tice of medicine and surgery mourn his tragic 
death in an automobile accident in Alabama. 
Grief at his and Mrs. Bird’s untimely demise 
is shared by people throughout Montgomery 
County, the State of Maryland, and friends 
and grateful patients in the United States and 
other parts of the world. Paradoxically, it was 
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on the first real vacation Dr. and- Mrs. Bird 
had taken in years that this collision occurred. 
Reports from the scene of the accident stated 
that the car, driven by Dr. Bird’s son, swerved 
to avoid a car that had run through a red traf- 
fic light, when another car struck his automo- 
bile broadside, turning it over and throwing 
Dr. Bird out. 
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Colonel James E. Ash, M.D., honorary 
member of our Society, was honored at a 
luncheon meeting in Chicago of the Col- 
lege of American Pathologists and the 
American Society of Clinical Pathologists. 
The pathologist to Queen Elizabeth and 
the foremost pathologist of Japan were 
among the distinguished guests celebrat- 
ing Colonel Ash’s fiftieth year of medical 
service in pathology, his wedding anniver- 
sary, and his seventy-fifth birthday. 


“Psychopharmacology of Drugs Affecting 
Amine Oxidase” was the scientific topic by Dr. 
Jonathan O. Cole, M.D., chief, Psychopharma- 
cology Service Center, National Institute of 
Mental Health, at our Society’s monthly supper 
meeting. 


Dector Henry P. Laughlin, M.D., has 
published in our Montgomery County 
Medical Society Bulletin more of his 
interesting papers on “The Mental Mecha- 
nisms.” Some of us are wondering if these 
papers will be published later in a book 


like his “The Neuroses in Clinical Prac- 
tice.” 


Speaking to a gathering of people at the 
Silver Spring Public Library on the topic of 
“Reading Difficulties and their Possible Solu- 
tions,” Dr. Harold H. Mitchell contributed 
as a panel member and won some friends to 
medical cooperation. 


John Weimer, M.D., was a panel speaker 
on the discussion of “Fators Governing 
Acquisition of Basic Skills for Children 
with Visual Problems” at the Conference 
of Exceptional Children, under the au- 
spices of the District of Columbia Depart- 
ment of Education. 


The four hundredth member of our Mont- 
gomery County Medical Society was intro- 
duced with flourish at the annual dinner dance, 
where we happily learned of Dr. Marcus’ and 
Mrs. Marcus’ musical talents on the piano and 
bass. They performed several charming duets. 





The Washington County Medical Society 
held its annual meeting on Thursday, Novem- 
ber 12, 1959, in Dorsey Hall of the Washing- 
ton County Hospital, Hagerstown, Maryland. 
Election of officers by unanimous ballot was 
as follows: 

eo reer Dr. William T. Layman 

Vice-President ...... Dr. Dalton M. Welty 

Secretary-Treasurer ...Dr. Ernest F. Poole 
It is to this reporter’s recollection that the 
son of a past president has for the first time 
been elected president of the Washington 
County Medical Society. Dr. Layman is the 
son of Past President Dr. J. Walter Layman. 


Our immediate past president, Dr. John 
A. Moran, was awarded the past presi- 
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dent’s plaque, which bears the seal of the 
Washington County Medical Society and, 
inscribed beneath it, the name of the im- 
mediate past president and the date which 
he served the Society so well. 


A number of communications were read and 
discussed, among which one from the Mary- 
land Chapter of the American College of Sur- 
geons discussing the appointment in various 
hospitals of directors of medical education and 
the possible effect this would have on the cor- 
porate practice of medicine. There was also a 
discussion on problems of aging. It was felt 
that this is one of the most difficult problems 
that our medical profession faces in the near 
future. With the Forand Bill to be thoroughly 


37 

























THURSDAY, JANUARY 14 


TUESDAY, JANUARY 19 


THURSDAY, JANUARY 28 


FRIDAY, FEBRUARY 5 


aired in the next Congress of the United States, man was instructed and authorized to com- 
it was suggested that a complete source of in- bine three previous committees—Public Rela- 
formation, be obtained for our members. Sev- tions, Committee on Legislation and Public 
eral committees will be combined to study this Policy, and Geriatrics Committee—into one 
information more completely and to dissemi- committee to meet this problem. They will be 
nate it among the membership. President Lay- combined under a new name, which has not yet 








been designated. 


CALENDAR OF EVENTS 


MARYLAND PSYCHIATRIC SOCIETY 
8:30 P.M. 1211 Cathedral Street 
OPHTHALMOLOGICAL SECTION, B.C.M.S. 
8:00 P.M. Marty’s Park Plaza 


“Management of Orbital Problems,” 
Raynold N. Berke, M.D. 


6:00 P.M. Cocktails 
7:00 P.M. Dinner 


MEDICOLEGAL SYMPOSIUM 
8:00 P.M. 1211 Cathedral Street 


“The Drinking Driver and Maryland’s New Law” 
(Breathalyzer Demonstration ) 
Moderator: 
Hon. John E. Raine, Jr., Judge, Circuit Court Bal- 
timore County . 
Panel Participants: 
Henry C. Freimuth, Ph.D., Toxicologist, Office of 
‘Chief Medical Examiner of Maryland 
“Correlation of Alcohol Levels With Behavior” 
Lt. William V. Elliott, Wilmington, Delaware Police 
Department 
“Demonstration of Performance, Tests and the 
Breathalyzer Analysis for Alcohol” 


Theodore C. Waters, Jr., Esq., Baltimore, Maryland 


“Legal Aspects of the Provisions of Maryland’s New 
Chemical Test Law” 


BALTIMORE CITY MEDICAL SOCIETY 
8:30 P.M. 1211 Cathedral Street 
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Library 


Louise D. C. King, Librarian 


“Books shall be thy companions; bookcases and shelves, 
thy pleasure-nooks and gardens.” Jbn Tibbon 


Augustus Bozzi Granville, 1783-1872 


UR ATTENTION was directed to this versatile 
O and entertaining author, because the sub- 
ject of sudden death is currently of interest 
to the profession. We thought his book of that 
title, written in 1854, might be of some curious 
or historical value. 

In consequence of perusing the little volume, we 
murmured to ourselves the prayer: “From Battle 
and Murder and from Sudden Death, Good Lord, 
Deliver Us.” Civilization has come a long way in 
the last 100 years, as is plainly shown by details 
in the “case histories” given under the three groups 
of causes: Apoplexy, Paralysis, and Sudden. To 
us at least the interest lay in other aspects, par- 
ticularly his account of witnessing the birth of the 
stethoscope. While attending one of Laennec’s 
classes at the hospital Necker on September 13, 
1816, he heard the great man reason aloud as to the 
use acoustics could be put in hearing chest sounds, 
saw him snatch a “cahier des visites” from one of 
his pupils, roll it into a cylinder and apply it to his 
patient. The next day Laennec procured cylinders 
of pasteboard and, shortly after, used hard wood. 
Dr. Granville took one of these pectoriloques with 
him on returning to England, where his colleagues 
made merry over it. We have in our library an 
early example of these wooden stethoscopes which 
you might enjoy seeing. 

In the chapter on “The Consultation Room,” we 
found this rather enlightening paragraph: “This 
system of consultation at home is an agreeable, as 
well as lucrative, arrangement for a medical man 
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. . . how lucky are the dentists, the oculists, the 
inserters of bougies . . . and they who syrynge the 
ears, for they are the mountain that never goes to 
Mahomet, whereas Mahomet must needs go to the 
mountain. . . . To do business in this way, how 
delightful to all parties.” Apparently the delight is 
somewhat one-sided, to judge by the numerous 
telephone calls received by the library for the 
name of a physician who will make home calls, 
particularly at night. 

Dr. Granville was a great traveler. His two 
volume autobiography makes fascinating reading 
of first hand accounts of events and people in Italy, 
France, Spain, Russia, Turkey, Germany, the 
West Indies and, of course, his adopted country 
England. We meet, talk and correspond with many 
famous and infamous people. Emperor Nicholas, 
the Bonapartes, Madame de Staél, Sir Humphrey 
Davy; some great, some near great, and many 
just interesting because of the time in which they 
lived. The book is teeming with personalities, 
strange places, customs and political events. Read 
in conjunction with a good world history or in- 
dividual histories of one or two of the European 
countries, it cannot but add zest to other factual 
records and help fix in our minds events that oc- 
curred in the Nineteenth Century which are too 
apt to slip away from us. Along with this general 
education, one will get an over-all picture of medi- 
cine as it was practiced 100 years ago and have a 
good time doing it. 
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THE MARYLAND ACADEMY 
OF GENERAL PRACTICE 


(A constituent chapter of the American Academy of General Practice) 





President: DonaLp F. BartLey, M.D. Secretary: 

Water A. ANDERSON, M.D. Easton, Md. CHARLBs P. Crimy, M.D. 
Baltimore, Md. President-elect : 2722 E. Monument Street 
Vice Presidents: ANDREW C. MITCHELL, M.D. Baltimore 5, Md. 

Gmorcr A. MouLTON, Jr., M.D. Salisbury, Md. Executive Secretary: 
Westminster, Md. Treasurer : Witt1aM J. Wiscorr, M.D. 
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Baltimore, Md. 























NEW OFFICERS AND DIRECTORS | atuerd tater commence Walter A Andonan MD. 


the newly elected president. 


T THE ANNUAL meeting of the Academy, on Mr. J. Nelson McKay, Baltimore City 
October 10, 1959, at Carvel Hall in Annap- Dr. Donald F. Bartley, Eastern Shore 
olis, the following new officers and directors were 


Delegates to American Academy of General 


elected: Practice— 
President—Dr. Walter A. Anderson Dr. Archie R. Cohen—alternate, term ex- 
President-elect—Dr. Andrew C. Mitchell pires 1961 


Secretary—Dr. Charles P. Crimy 


Dr. Donald Bartley, term expires 1961 
Executive Secretary—Mr, William J. Wiscott 


Dr. J. Roy Guyther—alternate, term expires 


Treasurer—Dr. Harry L. Knipp 1961 
Vice Presidents— Dr. Nathan Needle, term expires 1961 
Dr. George A. Moulton, Jr., Western Mary- Directors— 
land Dr. Edward W. Ditto, III, term expires 1961 
Dr. Page C. Jett, Southern Maryland Dr. Merton L. White, term expires 1961 
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Dr. Lester N. Kolman, term expires 1961 
Dr. Guy M. Reeser, term expires 1961 
Dr. Sidney Novenstein, term expires 1960 
Dr. Arthur O. Wooddy, term expires 1960 
Dr. Aaron C. Sollod, term expires 1960 


1959 PHYSICIAN OF THE YEAR AWARD 


LIMAXING ITS ELEVENTH annual scientific 
C assembly and meeting, the Academy be- 
stowed the “Physician of the Year” award for 
only the fifth time since 1951. The recipient was 
Dr. Harold B. Plummer, of Preston in Caroline 
County. The presentation took place at the ban- 
quet in Annapolis, Saturday evening, October 10, 
at Carvel Hall. Dr. E. Paul Knotts, of Denton, 
who presented the handsome engraved plaque to 
Dr. Plummer as a memento, told the 200 mem- 
bers, guests and wives that the selection of Dr. 
Plummer was based on his selfless devotion to 
his rural practice and his active participation in 
professional and community life. He is a past pres- 
ident of the Maryland Academy of General Prac- 
tice, president of the Heart Association of the 
Upper Eastern Shore, and a past officer of several 
Preston and Caroline civic clubs. 

Dr. Knotts, who made the presentation, was 
himself the first recipient of such award, in 1951. 
Other past recipients are Dr. Bender B. Kneisley 
of Hagerstown, cited in 1953; Dr. Hugh Ward of 
Owings, selected in 1956; and Dr. Nathan EF. 
Needle of Baltimore, honored in 1958. 


DR. FOUNT RICHARDSON GUEST OF 
ACADEMY 


OR THE FIRST TIME in its eleven-year history, 
EF: Academy has had the honor of having as 
its guest the president of the American Academy 
of General Practice, of which the Maryland Acad- 
emy is a constituent chapter. Dr. Fount Richard- 
son of Fayettesville, Arkansas, who was elected 
president of the American Academy in April at 
the San Francisco meeting, attended the two-day 
meeting of the Academy in Annapolis. He at- 
tended the lectures and was the principal speaker 
at both luncheon and banquet on October 10. At 
the luncheon, the 30 new members of the Acad- 
emy who have been accepted in the membership 
during the past year were introduced to Dr. Rich- 
ardson. At the banquet, he addressed the mem- 
bers, guests and their wives on the topic, “Meet- 
ing and Overcoming Criticisms of Medical Cost.” 
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Dr. Fount Richardson, president of the American Academy 
of General Practice, commends Dr. Harold B. Plummer upon 
his selection to receive the “Physician of the Year’ award 
for 1959 from the Maryinad Academy of General Practice. 


PANEL DISCUSSION ON HYPNOSIS 
A PANEL DISCUSSION on hypnosis will be pre- 


sented for Academy members and other 
interested physicians at Osler Hall, Medical Chi 
Building on Thursday evening, February 25, 1960. 
The meeting will begin at 8 P.M. The first speaker 
will be Theodore X. Barber, Ph.D., of Boston. 
Dr. Barber has long been known for his excellent, 
extensive work in the field of hypnosis. Until re- 
cently he was associated with Harvard Univer- 
sity and now is associated with the Department of 
Mental Health in Massachusetts at the Medfield 
State Hospital in the Dementia Praecox Research 
Project. Dr. Barber’s topic will be “Hypnosis as 
Viewed by the Experimentalist.” 

The second speaker will be Seymour Hershman, 
M.D., of Chicago. Dr. Hershman has been using 
hypnosis in the practice of general medicine for 
many years, and for the past nine or ten years 
has been teaching physicians, dentists, and psychol- 
ogists throughout the United States and Canada. 
His topic will be “Hypnosis in General Practice.” 

After a ten minute intermiss‘on, a panel of six 
or seven physicians will cover subjects such as 
obstetrics and gynecology, surgery, general medi- 
cine, psychiatry, and possibly such topics as 
obesity, headaches and asthma. This panel dis- 
cussion will last about one hour, after which 
there will be demonstrations and equal periods 
for questions from the floor. 
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SOCIETY OF PAAHOLOGISTS INC. 


Louis B. THomas, M.D., President Epwarp C, McGarry, M.D., Secretary 
Suburban Hospital, Bethesda, Md. 








THE PATHOLOGY PAGE: 1960 


WO YEARS AGO this Pathology Page came into existence. It was undertaken 

as a means of helping The Maryland Society of Pathologists fulfill its aims: 

(a) to promote interest in the study of pathology in the State of Maryland; 
(b) to provide a means for the interchange of knowledge of this subject; (c) to 
encourage the demonstration of pathology to the end that clinical interest in this 
subject may be increased; (d) to make available to every member of the society the 
interesting pathological material that obtains in Maryland and vicinity and to pro- 
mote the mutual exchange of knowledge between medical and other scientific groups ; 
(e) to promote the practice of pathology, holding to the highest and noblest traditions 
of the medical and allied professions. 

The information presented on this page, therefore, has been selected in the hope 
that it would be of interest to all physicians. Articles on the following subjects have 
been published: 

Plans for the Pathology Page 

Pathology—A Specialty in the Practice of Medicine - 

The Risks of Blood Transfusion 

Clinical Laboratory Evaluation in Maryland 

What’s Wrong with the Present Day Diagnosis of Anemia? 

An Adequate Blood Supply—The Clinician’s Responsibility 

Surgery, Surgical Pathology and Diagnosis 

Joint Committee of Funeral Directors, Pathologists and Hospital Admin- 

istrators 

The One Pint Transfusion 

Exfoliative Cytopathology Consultation 

Antibiotics and Methods of Evaluating Susceptibility 

False Positive Serologic Tests for Syphilis 

Preoperative Clotting Times and Bleeding Times—Are they Adequate? 

Permission for Autopsy 

The Medical Examiner’s Case 

On Biopsies 

A Consideration of the Staphylococcus 

Blood Steroid Analysis 

The Laboratory Diagnosis of Virus Diseases, A Valuable Potential 

The ABC of P.B.I. 

The Use of Radioisotopes as a Diagnostic Aid 





Each article was drafted by an expert on the subject at the invitation of and in 
cooperation with the Editorial Committee of the Maryland Society of Pathologists. 
The Committee thanks the many individuals who have previously expressed an 
interest in the Pathology Page. A tentative program for 1960 has been prepared. 
If you have any requests or suggestions as to subjects you wish to have dis- 
cussed please write the committee in care of the Secretary of the Society. 
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A SERVICE OF 


William R. Scarborough, M.D. — Coeditors — Kyle Y. Swisher, M.D. 


THE HEART ASSOCIATION OF MARYLAND 


Digitalis Therapy 
Gerard Church, M. B., Ch. B., F. R. F. P. S. (Glas.) 


N THE PAST, digitalis treatment has been said 
] to require of the general physician “a great 

deal of skill, power of observation, keen inter- 
est and experience.” The classical form of digitali- 
zation, using small amounts divided throughout 
the day, resulting in gradual accumulation of the 
drug until the desired therapeutic action is achieved 
or signs of toxicity appear, is still the safest and 
most acceptable technique; and such modern in- 
novations as the single dose method or the use of 
quantitative formulas based on weight or derived 
from statistical studies have been severely criticised 
by reputable authorities. They are considered dan- 
gerous oversimplifications that disregard biological 
variability, and rapid methods are affirmed to be 
seldom necessary. This variability in tolerance for 
different individuals and for the same individual at 
different times has been well illustrated. Fluctua- 
tion in maintenance requirements and sensitivity 
may also be striking, particularly in longstanding 
heart disease, and periodically the state of digitali- 
zation should be re-assessed. 

Digitalis is potentially dangerous, and its limita- 
tions should be realized. It merits therapeutic trial 
in congestive failure where defective myocardial 
contraction and/or the inefficiency of excessive 
ventricular rate are responsible ; but under certain 
conditions, the drug is often of little value, and 
other measures are better. Active rheumatic car- 
ditis, pulmonary embolism and hyperthyroidism 
are examples of this and may not be clinically ob- 
vious. Hence, where a rapid ventricular rate in 
atrial fibrillation persists in spite of large doses of 
digitalis, one of these conditions should be sus- 
pected. It should be realized also that an increase 
of ventricular rate in atrial fibrillation can be due 
to intoxication with digitalis. Sinus tachycardia is 
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often resistant to the slowing action of digitalis and, 
particularly in high output states, may not be de- 
sirable. The complicated biochemical effect of digi- 
talis in congestive failure results in improved effi- 
ciency of the ventricular muscle, which improve- 
ment is reflected in a rise in renal output, regardless 
of any change in rate. Observations on the heart 
rate and rhythm are an integral part of a sound 
digitalis technique, but they are certainly not the 
only, or even necessarily reliable, signs of digitalis 
effect. 

A recent report has listed other situations where 
the drug is often of little value. Included in this 
list are mitral stenosis with pulmonary congestion, 
constrictive pericarditis, cyanotic congenital heart 
disease, thiamine deficiency, heart failure induced 
by quinidine or hyperkaliemia, acute myocardial 
infarction, and advanced heart disease. In this same 
paper, the results of digitalis treatment in heart 
disease, where the patient is having exertional 
dyspnea but the signs of congestive failure are 
minimal or absent, were compared with the results 
from diuretics of the mercurial group. It was con- 
cluded that digitalis is usually disappointing ; 
whereas significant benefit frequently results from 
the mercurials. 

There are certain disorders commonly associated 
with failure where digitalis has been regarded as 
contraindicated. In these the drug may be used 
with success, provided caution is observed. This 
group includes complete heart block, intermittent 
or incomplete heart block, carotid sinus sensitivity 
and angina. Acute myocardial infarction is in- 
cluded, and in its presence, it seems that the drug 
should be used and used early when signs of con- 
gestion appear. It has been stated also that ven- 
tricular tachycardia is not harmfully affected, and 
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indeed will usually be arrested by the exhibition of 
digitalis, provided drug intoxication has been ex- 
cluded. 

Sensitivity to digitalis depends primarily on the 
state of the myocardium and the electrolyte bal- 
ance. Increased sensitivity is to be expected in old 
age, acute myocardial infarction, active carditis, 
pulmonary embolism, advanced heart disease, renal 
failure and conditions likely to raise serum calcium 
or lower body potassium. In the presence of low 
body potassium, which is often the result of effec- 
tive digitalis and diuretic therapy, serious manifes- 
tations of cardiac toxicity are frequent and may 
be asymptomatic. These commonly take the form 
of A-V block, ectopic atrial arrhythmias with A-V 
block or ectopic ventricular arrhythmias showing 
multiform complexes. Views on the best treatment 
of rapid arrhythmias resulting from digitalis over- 
dosage differ. Potassium salts are generally recom- 
mended provided hyperkaliemia or uremia are not 





* Section 145 (a) and (b) 
“(a) A physician or surgeon may use a personal professional card of not more than 314” x 2”, 


upon which may be printed only his name, title, address, specialty, telephone number and office 
hours. 





ETHICS CORNER 


Solicitation of Patients 


HE SOLICITATION OF PATIENTS by a physician is specifically banned by both 
em Principles of Medical Ethics and by the Medical Practice Act. 
The Medical Practice Act states, in part, 
“Section 146. Any person practicing medicine or surgery who shall solicit 
or advertise by mail, card, newspaper, pamphlet, radio or otherwise to 
the general public, except as set out in Section 145* shall be guilty of a 
misdemeanor, and upon conviction thereof shall be fined not less than 
$50.00 nor more than $300.00 for each offense. Provided, however, that 
notice by mail to bona fide patients of times for periodic examinations 
shall not be construed as soliciting or advertising.” 


“(b) Removal notices may be mailed by any physician or surgeon notifying any bona fide patient 
of said physician or surgeon that he is removing his office from his present address to the address 
set forth on said notice. Such notice shall be not more than 5” x 7” and may only contain the 
name, title, specialty, telephone number, office hours and new address and old address. 


present, but other methods, although usually effec- 
tive, have not found general acceptance ; these in- 
clude the use of quinidine, procainamide and 
magnesium sulphate. Recently fresh weapons of 
attack on this problem have been introduced, and 
now under clinical trial are some of the newer 
anti-malarial drugs, isoproterenol (Isuprel®) and 
sodium versenate. The last is a calcium chelating 
agent which, by lowering serum calcium, reduces 
ventricular irritability and may arrest ventricular 
arrhythmias. 

Acetyl strophanthidin is a recently introduced 
digitalis preparation with a rapid onset of action 
and a short duration of effect. It has been recom- 
mended for use in detecting the state of digitaliza- 
tion and can be of value in problem states ; how- 
ever, its exhibition for this purpose is fraught with 
danger and certainly calls for the skill and experi- 
ence postulated by Wenckebach. 
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BALTIMORE CITY HEALTH DEPARTMENT 


P. O. Box 1877 Baltimore 3, Md. 


HUNTINGTON WILLIAMS, M.D. 
COMMISSIONER 


Plaza 2-2000: Extension 307 





Learn To Do Your Part In The Prevention Of Disease 


Population Estimates For Baltimore City—1959 


NEW REPORT on Baltimore’s population, pre- 
A pared by Mr. Todd M. Frazier, director of 
the City Health Department’s Bureau of 
|iostatistics, indicates that an estimated 987,000 
persons reside in Baltimore City as of July 1, 1959. 
According to Mr. Frazier’s studies, which are 
based on previous population trends, knowledge 
cf the number of births and deaths among resi- 
dents of the city, and population migration, Bal- 
timore’s total population has increased by about 
5,000 persons during the period July 1, 1958 to 
July 1, 1959, 
The number of Negro residents has increased 
by 12,000 in the past year, from 301,000 to the 
July 1, 1959 estimate of 313,000. At the same time, 


there was a decrease of 7,000 in the white popula- 
tion, from 681,000 to 674,000. This decline of the 
white population is a continuation of a trend that 
has been observed since 1943, when the number 





At a reciprocity meeting on October 30, 
1959, the Board of Medical Examiners 
licensed the following physicians to prac- 
tice medicine and surgery in Maryland: 


Albert, Bernard Leon, National Board 
Bernstein, Philip, National Board 
Bradley, Thomas Bernard, Jr., National 
Board 
Butt, Frank Henry, Jr., Pennsylvania 
Cleary, Thomas Fulton, National Board 
de Prume, Francois Jehin, New York 
Evans, Robert Myrddyn, Pennsylvania 
Froede, Richard C., California 





Newly Licensed Physicians 


of white residents reached an all-time high of 
769,000 persons. 

The loss of the white population was again at- 
tributed to the suburban exodus of about 12,000, 
principally young adults and their children. The 
increase in the Negro population was due to the 
combined effects of natural increase, that is, an 
excess of births over deaths, and a net gain of 
about 4,000 Negroes through movement into the 
city, primarily from southern states. 

This is the final population report to be made 
before the decennial census is taken in April, 1960. 
In reviewing the changes since the last census in 
1950, we see that the total population has increased 
by 37,000 persons; the white population has de- 
creased from 723,000 to 674,000; and the Negro 
population has increased from 227,000 to 313,000. 
Thus although the city grows slowly, it changes 
radically in its racial makeup. 


He cig Wilbinssre, NP 


Commissioner of Health 





Herman, John David, North Carolina 

Kastner, Richard Hermann, Pennsylvania 

Koury, Thomas Leo, National Board 

Mitchell, George Hunt, Jr., National Board 

Mock, George Franklin, National Board 

Morgan, Robert Irvin, Texas 

Pickford, Edward Morse, District of Co- 
lumbia 

Pike, Benjamin Leonard, Georgia 

Riggs, Wendell A., Indiana 

Robinson, Betty Wilmas, Ohio 

Rockland, Lawrence Howard, National 
Board 

Wohlgemuth, Joan, National Board 

Wolber, Paul Gustavus Henry, Ohio 

Yut, Joseph Peter, National Board 
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MARYLAND TUBERCULOSIS ASSOCIATION 


Christmas Seal Agency for State of Maryland 


NTA 900 ST. PAUL STREET 





6 BALTIMORE 2, MARYLAND 





THE SEARCH CONTINUES 


The following is extracted from an article by 
Agnes Fahy, science writer, National Tuber- 
culosis Association, which appeared in the 
June, 1959 NTA BULLETIN. The complete article 
includes a description of each research project 
mentioned. Copies are available at the Mary- 
land Tuberculosis Association, 900 St. Paul 
Street, Baltimore 9, Maryland. 


HE CoMMITTEE on Medical Research of the 
; gpm Trudeau Society (medical arm of 
the National Tuberculosis Association) met in 
New York City in March and reviewed 68 appli- 
cations for medical research grants from Christ- 
mas Seal funds. Forty-seven of the grants were 
approved by the committee. Grants are being made 
as funds are available. Those funds now available 
will cover 33 of the applications and will total 
$257,208.. The approved applications consist of 32 
renewals and 13 new ones. In the following list, 
an asterisk indicates a new grant. 

As in past years, a number of constituent and 
affiliated associations have indicated their intention 
of contributing additional funds to the research 
programs. The Maryland Tuberculosis Associa- 
tion is adding support to the first project listed. 

*William S. Spicer, Jr., M.D., Section for Pul- 
monary Diseases, University of Maryland School 
of Medicine, Baltimore, Md. (pulmonary func- 
tion). An Edward Livingston Trudeau fellow, Dr. 
Spicer is planning to study blood flow and volume 
in the pulmonary capillaries. Through a compari- 
sion of these factors in different parts of the lung, 
the information obtained will be helpful in in- 
terpreting the effect of disease on that part of the 
lung. 

Edward N. Azarowics, Ph.D., Johns Hopkins 
Hospital, Baltimore, Md. (phage typing). The 
classification of an entire genus of microorganisms 
known as Nocardia is being undertaken by Dr. 
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Azarowics. Nocardia are a branch of the actino- 
myces family of fungi, and certain of the species 
are found in chronic lung conditions. The classi- 
fication is being made by means of phages, the 
viruses active on certain species only. The phages 
are found in “lysogenic” nocardia and mycobac- 
teria strains and must be isolated before they can 
be tested for specificity. Lysogenic strains are ones 
in which a phage is present, but detectable only 
under certain cultural conditions. 

Other projects listed are: *Thomas Tarcisio 
Amatruda, Jr., M:D., Medical and Metabolism 
Services, Veterans Administration Hospital, West 
Haven, Conn. (hormones in TB) ; Morgan Berth- 
rong, M.D., Glockner-Penrose Hospital, Colorado 
Springs, Colo. (immunology-tissue culture) ; 
Abraham I. Braude, M.D., University of Pitts- 
burgh School of Medicine, Pittsburgh, Pa. (fever 
production) ; Leon R. Cole, M.D., University of 
Southern California School of Medicine, Los 
Angeles, Calif. (immunity) ; Max S. Dunn, Ph.D., 
University of California, Los Angeles, Calif. 
(chemistry of tubercle bacillus) ; Seymour Fro- 
man, Ph.D., Olive View Sanatorium, Olive View, 
Calif. (phage typing); John W. Irwin, M.D., 
Massachusetts Eye and Ear Infirmary, Boston, 
Mass. (pulmonary circulation) ; Harold L. Israel, 
M.D., Graduate School of Medicine, University of 
Pennsylvania, Philadelphia, Pa. (sarcoidosis) ; 
Julia M. Jones, M.D., Chest Service, Bellevue Hos- 
pital, New York, N. Y. (extrapulmonary tuber- 
culosis) ; Edith M. Lincoln, M.D., New York 
University-Bellevue Medical Center, New York, 
N. Y.. (childhood tuberculosis) ; James B. Little- 
field, M.D., Department of Surgery, University of 
Virginia School of Medicine, Charlottesville, Va. 
(pulmonary circulation) ; Max B. Lurie, M.D., 
The Henry Phipps Institute, University of 
Pennsylvania, Philadelphia, Penna. (immunity) ; 
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Florence. MacInnis, M.D., Heart of America 
Tuberculosis Association, Kansas City, Mo. 
(tuberculin testing) ; Walsh McDermott, M.D., 
and Robert M. McCune, M.D., Cornell University, 
Medical College, New York, N. Y. (host-parasite 
relations ). 

Gardner Middlebrook, M.D., National Jewish 
‘{ospital at Denver, Colo. (immunity) ; William F. 
Miller, M.D., University of Texas Southwestern 
\fedical School, Dallas, Tex. (pulmonary func- 
‘ion) ; Sidney Raffel, M.D., Department of Medi- 
al Microbiology, Stanford University School of 
ledicine, Stanford, Calif. (immunity and al- 
‘tgy); Oscar K. Reiss, Ph.D., University of 
‘colorado School of Medicine, Denver, Colo. 

isoniazid metabolism) ; Lloyd J. Roth, M.D., 
Iniversity of Chicago, Chicago, Ill. (isoniazid 
1etabolism) ; Ernest H. Runyon, Ph.D., Veterans 
\dministration Hospital, Salt Lake City, Utah. 

atypical bacilli) ; Leon H. Schmidt, Ph.D., The 
Christ Hospital Institute of Medical Research, 
‘incinnati, Ohio. (drug action); Arthur A. 
siebens, M.D., University of Wisconsin School of 
Medicine, Madison, Wis. (pulmonary physi- 
ology) ; Donald W. Smith, Ph.D., Department of 
Medical Microbiology, University of Wisconsin, 
Madison. (chemistry of mycobacteria) ; William 
Steenken, Jr., D.Se., Trudeau Laboratory, Saranac 
Lake, N. Y. (microbiology) ; Myron Stein, M.D., 
and Herman L. Blumgart, M.D., Beth Israel Hos- 
pital, Boston, Mass. (pulmonary function) ; Allan 
Stranahan, M.D., Albany Medical College, Albany, 
N. Y. (pulmonary function). 

*Richard A. Tjalma, D.V.M., State University 
of Iowa College of Medicine, Iowa City, Iowa. 
(blood test) ; John M. Tyler, M.D., Lemuel Shat- 


tuck Hospital, Boston, Mass. (pulmonary func- 


tion); Hilda Pope Willett Ph.D., Duke Uni- 
versity Medical Center, Durham, N. C. (myco- 
bacteria) ; H. Stuart Willis, M.D., North Caro- 
lina Sanatorium System, Chapel Hill, N. C. (im- 
munity) ; George W. Wright, M.D., Department 
of Medical Research, St. Luke’s Hospital, Cleve- 
land, Ohio. (3-D lung) ; Guy P. Youmans, M.D., 
Northwestern University Medical School, Chicago, 
Ill. (blood test). 

Grants for Which Funds Are Not Available. 

*Leonard B. Berman, M.D., Kidney Research 
Laboratory, George Medical Division, District of 
Columbia General Hospital, Washington, D. C. 
(clinical) ; *John S. Chapman, M.D., The Uni- 
versity of Texas Southwestern Medical School, 
Dallas, Tex. (TB in children) ; *Alfred J. Crowle, 
Ph.D., Colorado Foundation for Research in 
Tuberculosis, Denver, Colo. (serological test) ; 
*Lydia B. Edwards, M.D., Tuberculosis Program, 
Division of Special Health Services, U. S. Public 
Health Service, Washington, D. C. (tuberculin 
testing) ; *Seymour Froman, Ph.D., Olive View 
Sanatorium, Olive View, Calif. (phage); *H. 
William Harris, M.D., Medical Service, Veterans 
Administration Hospital, Salt Lake City, Utah. 
(genetics ) ; *Douglas C. Heiner, M.D., University 
of Arkansas Medical Center, Little Rock, Ark. 
(blood test) ; Carrol J. Martin, M.D., Cardiopul- 
monary Laboratory, Firland Sanatorium, Seattle, 
Wash. (pulmonary physiology); *Roger S. 
Mitchell, M.D., Colorado Foundation for Re- 
search in Tuberculosis, Denver, Colo. (emphy- 
sema) ; *David T. Smith, M.D., Duke University, 
Durham, N. C. (tuberculin testing) ; *Stanley 
Marcus, Ph.D., and Gilbert A. Hill, Ph.D., Latter 
Day Saints Hospital, Salt Lake City, Utah. (im- 
munity). 


TELEVISION PROGRAMS 
Baltimore City Medical Society 
WMAR-TV (CHANNEL 2)—SATURDAYS, 5:00 P.M. 


January 23 
February 6 
February 20 
March 5 
March 19 
April 2 
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INFECTIOUS MONONUCLEOSIS, Dr. Alan Bernstein 

TETANUS ToxorD, Dr. Edward S. Stafford 

POISON CONTROL, Dr. Sam P. Bessman and Dr. J. Julian Chisolm, Jr. 
STOMACH ULCER, Dr. Albert Mendeloff 

ATOMIC MEDICINE, Dr. John McAfee and Dr. Henry Wagner 

THE HospPITAL TEAM, Directed by Mr. Robert C. Jones 





JACOB W. BIRD, M.D. 


Dr. Jacob W. Bird, 73, whose golden anniversary in medicine was 
recently celebrated in Motgomery County, was killed in an automobile 
accident in Alabama on October 25, 1959. His wife perished in the 
same accident. 

Born in Anne Arundel County and educated at St. John's College 
in Annapolis and the University of Maryland, he completed his medi- 
cal training at University Hospital. For more than fifty years Dr. Bird 
served as physician, surgeon, and friend; his friends might be counted 
in the millions. He came in 1909 to Montgomery County. There are 
many true stories about this famous "family doctor’ testifying to his 
kindness, clinical astuteness and abilities, and genuine love for human 
beings. 

He operated a private hospital, ''Wrenwood” in Brinklow. Ac- 
celerated by the influenza epidemic, Montgomery County Hospital, in 
Sandy Spring, was well established by 1920 and cmpadd under Dr. 
Bird's administration to its present 72 bed capacity, where it will be a 
living memorial to him. 

The Montgomery County Health Department, Juvenile Court, 
Social Service League and Maryland State Welfare Department are a 
few of the human service organizations to which Dr. Bird was '‘obste- 
trician.'' More than 4,000 babies were delivered by him. His reasoned 
words of wisdom will be sorely missed. CF. 


ARTHUR J. DAVIES, M.D. 


Dr. Arthur J. Davies, for 47 years a Baltimore general practitioner, 
died November 14, 1959, at the age of 73. He is survived by his wife, 
Hilda, his daughter, Ada Elizabeth Searles, and a grandson, David. 

Born in Shamokin, Pennsylvania, Dr. Davies came to Baltimore to 
study at the former Atlantic Medical College. He received his medical 
degree in 1910. He did further postgraduate work in pediatrics at 
Johns Hopkins Hospital. 


AMOS F. HUTCHINS, M.D. 


Pneumonia claimed the life of Dr. Amos F. Hutchins, 75, who 
died November |1, 1959. A specialist in gynecology and urology, Dr. 
Hutchins practiced in Baltimore and Annapolis and served on hospital 
staffs in both cities. 

Dr. Hutchins was born in Calvert County. His medical degree was 
obtained from Johns Hopkins Medical School, where he later returned 
to teach urology. He also taught at the University of Maryland. He 
was a member of numerous medical organizations, including the Ameri- 
can Urological Association, and served on the Board of Governors at 
St. John's College and the Anne Arunde’ County School Board. 

Survivors include his wife, Helen, three children and nine grand- 


children. 


HARRY CLEMM HYDE, M.D. 


Dr. Harry C. Hyde died November 19, 1959, at the age of 90. 
He had practiced general medicine in East Baltimore for many years. 

Educated in Baltimore public schools, Dr. Hyde became an ap- 
prentice Papert in 1886, then studied at the University of Maryland 
School of Pharmacy. He graduated in 1891 and was a hospital pharma- 
cist while attending the University's medical school, where « graduated 
in 1899. 

Dr. Hyde taught pathology at the University of Maryland Medical 
School for some years and served as coroner. He began his practice 
at 1100 East North Avenue, specializing in pediatrics. 
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WILLIAM. L. MILLEA, M.D. 


A retired Harford County physician, Dr. William L. Millea died 
November 17, 1959, at the age of 73. Throughout his years of active 
practice, he had been associated with Church Home and Hospital and 
had served as chief of staff in obstetrics for 35 years. 

Dr. Millea came to Maryland from Massachusetts and attended 
the Johns Hopkins Medical School. He completed his training in ob- 
stetrics at Sloan University in New York. 

Surviving Dr. Millea are his wife, Anna, and a daughter, Mrs. 
Harry St. A. O'Neill. 


CLIFTON T. PERKINS, M.D. 


Dr. Clifton T. Perkins, state commissioner of mental hygiene, died 
November 10, 1959. He was 58. He had gained international recogni- 
tion as an authority on mental health administration. 

A New Englander by birth and a graduate of Bates College and 
Boston University Medical School, Dr. Perkins came to Maryland in 
1950 to reorganize the state's outmoded mental hospital system. He 
had held a similar position in Massachusetts, leaving behind one of 
the best mental health administrations in the nation. Numerous pro- 
fessional honors were accorded to Dr. Perkins, and he held leading 
positions in many scientific societies. 

Dr. Perkins is survived by his wife, Annie, daughter, Mrs. James 
A. Shera, a grandson, a brother and sisters. 


BENJAMIN TAPPAN, M.D. 


After a long illness, Dr. Benjamin Tappan, 69, died on November 
30. He had retired in 1955, after practicing pediatrics in Baltimore 
for 40 years. 

A native of Baltimore and a graduate of Johns Hopkins Medical 
School in 1915, Dr. Tappan was medical director of the Happy Hills 
Convalescent Home for Children and the Baby's Milk Fund Associa- 
tion. He had been visiting pediatrician at Union Memorial Hospital 
and Church Home and Hospital, as well as consulting physician at 
Johns Hopkins, Kernan and St. Joseph's Hospitals. 

Among Dr. Tappan's survivors are his wife, Edna, a son and two 
daughters, as well as grandchildren and two sisters. 


JOHN H. TRESCHER, M.D. 


Dr. John H. Trescher, specialist in internal medicine, died No- 
vember |5 at the age of 60. Surviving are his wife, Eloise, a daughter, 
Mrs. John A. Waldhausen, a grandson, two brothers and a sister. 

Dr. Trescher graduated from Cornell Medical School in 1924 and 
interned at Alleghany General Hospital in Pittsburgh and at Johns 
Hopkins Hospital. He practiced medicine in Baltimore since 1925. 

A staff member of Hopkins, Sinai and Union Memorial Hospitals, 
Dr. Trescher belonged to several professional societies, among them: 
American Diabetic Association, Maryland and American Societies of 
Internal Medicine, and American Academy of Allergy. 
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l6th Annual Conference 
of 
State Presidents, Presidents-Elect, National Officers 
| and Chairmen 


of 
The Women's Auxiliary to the A.M.A. 


VERYONE CHEERED in Chicago when Mrs. 

Caples announced that Allegany-Garrett 

County had formed a new auxiliary in Maryland. 
No other state had such a claim to fame. 

This yearly meeting is in the form of a work- 
shop, so the ideas and problems of all the states 
auxiliaries can be talked over and resolved as far 
as possible. 

To be of continued help to our doctors we must 
increase our membership. We can approach the 
new doctor’s wife by using a successful salesman’s 
technique: contact, converse, convince, create in- 
terest and close the sale. 

The Forand Bill, with all its implications of 
socialized medicine, will be introduced in Con- 
gress again this year, and the A.M.A. has asked 
us to do all we can to defeat it. Write your con- 
gressman and contact your friends telling them 
why doctors are against it. A delightful little skit 
depicting the right and wrong ways to approach 
your Congressman is available through your state 
president. It requires little skill to produce and 
would make a good opening for a meeting. 

Mrs. Gastineau was presented a beautiful soup 
tureen (circa 1810) by the A.M.A. in recognition 
for her work with A.M.E.F. She immediately 
presented the silver piece to the National Au- 
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xiliary to be used as a trophy to be given each 
year to the state raising the most money per 
capita membership for A.M.E.F. Maryland can 
be the first winner, don’t you think? Last year 
12 per cent of the total fund was given by the 
Auxiliary. 

A new series of slides are available for a 
Safety Committee program on poisons in the 
home. A good slogan to adopt is: “Insure that 
aging becomes a problem by keeping our youngsters 
alive.” 

Attend the Regional Congress on Aging in Balti- 
more March 30 and 31, 1960. 

All homes that fulfill the 20 point requirements 
can display the Civil Defense sticker denoting a 
home with a shelter area and emergency supplies. 

We must continue to work with community 
services, increase our number of Future Nurses 
Clubs (there is a naticnai charter being consid- 
ered for this group), and continuously present 
the many fields of training in paramedical ca- 
reers to high school students. As less than five 
per cent of all college graduates entered medical 
schools in 1958, the A.M.A. and the Association 
of American Medical Colleges have prepared a 
new film entitled “I am a Doctor” for showing 
to high school students. 
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INTRODUCING THE PRESIDENTS 


Mrs. Merritt E. 
to the Carroll County Medical Society, is a native of Carroll 
County and a graduate of the University of Maryland Nurses’ 
Training School, Class of 1941. She and Dr. Robertson, a gen- 
eral practitioner, live in New Windsor, Md., and have two 


children. 


Robertson, president of the Woman's Auxiliary 








MEETING OF THE STATE delegates of the Fu- 
Ature Nurses Club was held Friday, October 
16, at the Medical and Chirurgical Faculty head- 
quarters. President Sue Eyster, of Frederick 
High, presided. 

Montgomery and Parkville High Schools of- 
fered their hospitality for the April meeting. 
Boonsboro High School volunteered to under- 
take statewide publicity in the “Candlelight Ex- 
press.” 

A club charter to be given the most active club 
in good standing was discussed. A committee was 
appointed to explore various ways of keeping the 
clubs active. 

The $100 voted for nursing textbooks for over- 
seas was spent on a wide selection, and the books 
are now enroute to their destinations. 

Woman’s Auxiliary members who attended 
the meeting were Mrs. D. Delmas Caples, pres- 
ident; Mrs. John O. Robben, chairman of re- 
cruitment; and Mrs. E. Roderick Shipley, ed- 
itor. 

Mrs. E. Roderick Shipley 


SUE EYSTER 
President 


CARROLL COUNTY AUXILIARY NOTES 


project for the current year. In lieu of 
luncheon meetings, members will contribute $1.00 
each for the purchase of courtesy cards to be 
given to patients at the Springfield State Mental 
Hospital, who may use them at the canteen. Au- 
xiliary members will also do volunteer work at 


Me: HEALTH has been selected as the 
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the hospital canteen during the winter months. 
The Carroll County Auxiliary, organized in 
1958 with Mrs. James T. Marsh as its first presi- 
dent, now boast 22 members. Five meetings are 
planned this year, to be held in the homes of 
members. 
Mrs. M. E. Robertson 
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Clinical Auscultation of the Heart, ed. 2, Samuel A. 
Levine, M.D. and W. Proctor Harvey, M.D., Phila- 
delphia, W. B. Saunders Company, 1959. 

An inexpensive and handy instrument is the stethoscope. 
Yet many physicians, both in general practice or in cardi- 
ology, fail to make the maximum use of it in diagnosing 
and treating heart disease. Auscultation, while a small 
part of the total evaluation of the heart, is most important, 
often providing the initial clue to a diagnosis which can 
later be confirmed by other methods. 

This edition comes ten years after the first and includes 
observations of auscultatory phenomena not previously 
available. It discusses in detail the simple data pertaining 
to bedside auscultation, amplified by comments relating 
them to the clinical conditions and therapeutic implications 
involved. It is profusely illustrated. 


The Life and Times of Sir Charles Hastings, Wil- 
liam H. McMenemey, Edinburgh and London, E. & 
S. Livingstone Ltd., 1959. The Williams & Wilkins 
Cco., Baltimore, exclusive U. S. agents. 

Physicians interested in aspects of medical history will 
enjoy this account of the birth and development of the 
British Medical Association as revealed in this biography 
of its founder. Sir Charles Hastings was the dominant 
personality behind the organization of a society composed 
of provincial medical practitioners. The year was 1832 
and the locale was Worcester, England. Neither Hastings 
nor his small group of colleagues could imagine the im- 
mensity of the oak which was to grow from the acorn 
of their efforts. Yet, in the year of Hastings’ death, the 
members of the Association acknowledged the inspiration 
with which he had vigorously ensured the success of the 
Association, and they unanimously resolved to carry on 
the work which he had begun. 


The Surgeon and the Child, Willis J. Potts, M.D., 
Philadelphia, W. B. Saunders Company, 1959. 

Twenty years ago a pediatric surgeon was a rarity and 
considered peculiar by those who regarded children as 
miniature men and women. More recently, however, the 
infant’s cry has reached the ears of physicians and sur- 
geons, who now recognize the problems and needs peculiar 
to his age. Numerous standard textbooks on pediatric 
surgery are available. This book is not one of them. It is, 
rather, an interesting and readable discussion of the diag- 
nosis and treatment of certain pediatric problems, reflect- 
ing to a great degree the attitude of the surgical staff at 
the Children’s Memorial Hospital of Chicago. Many of 
the views presented derive from the trial and error ex- 
periences of the author himself, as well as from observa- 
tions made by physicians, residents, medical students, 
nurses and parents. 


A Textbook of Medicine, ed. 10, Russell L. Cecil, 
M.D. and Robert F. Loeb, M.D., editors, Philadel- 
phia, W. B. Saunders Company, 1959. 

Numerous medical advances made during the past four 
years are included in this up to date edition. As in former 
editions, the attempt has been made to incorporate discus- 
sions of pathological physiology and disease mechanisms 
into the total discussion of disease. This is an encyclo- 
pedic-type reference on diseases. Under respective classi- 
fications, each disease is defined ard its etiology, laboratory 
findings, symptoms, diagnosis, treatment and other perti- 
nent data presented. 
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Anesthesia for Infants and Children, Robert M. 
Smith, M.D., St. Louis, The C. V. Mosby Company, 
1959. 


An organization and evaluation of information on pedi- 
atric anesthesia, widely distributed throughout anesthesia 
journals and texts, as well as pediatric, surgical and gen- 
eral medical literature, has been attempted in this text. 
To this information the author has added his own ex- 
periences and observations. He assumes the reader has 
a familiarity with general anesthesia. He emphasizes in- 
formation which is of value in the special application of 
anesthesia for pediatric patients, and he draws upon in- 
formation in pathology, pediatrics and surgery as it applies 
to pediatric anesthesiology. 


Your Mind can Make you Sick or Well, Curt W. 
Wachtel, M.D., Englewood Cliffs, N. J., Prentice- 
Hall, Inc., 1959. 

In 40 years of medical practice and research, Dr. 
Wachtel accumulated much evidence to support his conten- 
tion that bodily illness is the result of self-destructive 
thinking. He cites numerous reports of patients who re- 
gained their health by consciously making their minds a 
defense against illness. He writes to the layman, as a 
physician talks to his patient. Included with the book is 
a Life-Chart, to help the reader spot the troubled areas 
in his own life. 
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AVAILABLE— 


Well established and active general prac- 
tice with X-ray, B.M.R., Whirlpool, E.K.G., 
etc., etc., Western Maryland; hospital cov- 
erage, educational opportunities; hunting, 
fishing, swimming, winter sports very goed. 
No cash required. Box No. 8, Maryland 
State Medical Journal, 1211 Cathedral 
Street, Baltimore |, Maryland. 








FOR IMMEDIATE SALE 


Well established, lucrative practice for 
general practitioner or internist in Hagers- 
town, Maryland. Completely equipped 
office: secretary on duty. Can be financed. 
Reason for selling—death. 300 bed non- 
profit hospital close by. 

write or call REGENT 9-1088 
Mrs. S. Rosert WELLS 
1175 THe TERRACE 
HaGERSTOWN, MARYLAND 
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